“tt 


Ines after death, 


tely filled in by the fyreral > 
rs, Pages | and 2 


S 


Then please remove carb 
|, cremation, or removal, and in any event, w' 


it permit. 


TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and 
tached for use as the burial-tra 


director, page 3 should be del 


death. Page 4 may be retained by the hospital or attending physician. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after 
_be filed with the State Dept. of Health prior to burial, 


N 
S\ 
YR AIS (4) ak 


20M $-63 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


11830 CERTIFICATE OF DEATH 5499 
Residenct mission) 


1 a ers DEATH 2, USUAL RESIDENCE (Where deceesed lived, If inslitulion: 
*. * a. . : is 
CAPRIOLL MARYLAND “Md RVLAAD "CAXR RO (Ome 


58 WiCkERW ef. (57. WESTMORELAND ST. 


b. CITY OR TOWN (il outside corporata limits, | c. LENGTH OF STAYIN Ib || c. CITY OR TOWN (Il outsida corporate limits, write RURAL and giva neerest town) 


we Been Os nearest town) 1W ES TM INC TE pe 


vy NAME OF shat OR MIN CTE ee hot in hospitel, give street eddress) a. STREET ADDRESS 


e. 1S wes’ | 
ON AF, 


YES a te ‘zZ 
3. NAME OF “Fit Middl Month ~ Yee = 


treo) ly /LLI PDA WARFIELD BABY Low ‘e ca SEPT 7, “phe 
5. SEX "6. COLOR OR RACE!7. MARRIED EVER MARRIED [_] | ®- Sek BRTH 9. AGE (In yeers |IF UNDER 1 YEAR| IF UNDER 24 HRS. 


pr E W)t) TE eee a Aiea lest i per Deys | Hours | Min, 


USUAL OCCUPATION (Give kind ol work — | 10b. KIND OF BUSINESS OR oF | £ b - 2 Zt Me & Stete, or loreign oes 


SAcEtma mmm: OL Co. mM 


13. FATHER'S NAME % OTHER'S. CeO NAME 


MARR. Vv PR plo Yo CTA. @ oP SECURITY NO.} 17. | CARR oe COR BLY 
(Yes, no, or unkown} | (Ifyes give werordetes ofservice) 2/9 -/0 - 2 MYRS. EDIE £8. PAB oY, SAME 


= 
18. GAUSE OF DEATH fEntor only one cause per line for [e), (b), end (ef) TERVAL BETWEEN 


ramon wescurer, DCuTE COLOWARY T HROMEaSiY 


canon, 409, whieh) COKOWARY LNSUFFICIEAGY |\6 WEEK 


le), steting the underlying 
couse lest, (o) 


12, CITIZEN OF WHAT COUNTRY? 


US:Q. 


S PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1a)| 19. baat Feat ae 
= ED 

4 Yes o NO 

& 202. ACCIDENT WAS UNDERLYING [] 20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Pert II of itam 1B.) 4 _ 
ind OR CONTRIBUTING [] CAUSE OF DEATH 

& | (ir EITHER, NOTIFY MEDICAL EXAMINER) 

2 . 4 
io 20c. TIME OF INJURY Month, Day, Yeer 20d. INJURY OCCURRED | 200. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (Stete) 

a Hour a.m. While | Not While fectory, street, office bidg., etc.) | 

g 19 at work [_] at work [_] t 


certify that (I) ( hos ets the deceased from.. , 119 SP that () (we) last 
saw the deceased alive on.. a 1.9.68, and that death occurred BL , from the causes and on the date stated above. 


, DING pe. SIGNED 
ATTEN STAFF oe 
a) : mo. | PHYS. Wrox O rvs. g Tt c 


22d. ADDRESS 


5 a2 an a ed ma wks TH. INSTE” MA RYLAKY 


23a. BURIAL, al ‘G/, LO, THE! se y/ NAME OF CEMETERY @R-€REMATORY 23d. LOCATION {City, town or county) (Steta) 
OVAL (Specify) 


24 FUYERAL Eigen S EZ E7ORMED 25a, REC'D BY REGISTRAR | 25b. REGISTRAR’S re: 
AS p, 
avi ft, a 
Uy " 


- a eS = ll 


MARYLAND STATE DEPARTMENT OF HEALTH 


. DI § N OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
ii CERTIFICATE OF DEATH r 44 
. PLACE DF DEATH 2. USUAL RESIDENCE (Where deceased tived, If Institution: Residerice before rr 
a. COUNTY a, SATE b. county 2 a 
Carroll MARYLAND ryland altimore City 


b. CITY DR TDWN (if outside corporate limits, ¢. LENGTH OF STAY IN 1b || c. CITY OR TDWN (If outside corporate limits, write RURAL end give nearest town) 
write RURAL and give nearest town) S ; 


Sykesville hyrs.9mos.1l3djs. _ Baltimore _ ‘Mes 
d, NAME OF HOSPITAL OR INSTITUTION (If not In hospital, give street address) || d. STREET ADDRESS 


@. IS RESIDENCE 
ON A FARM? 


hours after death. 


TO HOSPITAL OK ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 2 


Springfield State Hospital _9 East Centre Street ves] nol 
. NAME OF 5 Di 
DECEASED First Middle Last 4. ee Month ay Year 
(ype or print) HARRY (NMN) BAER DEATH September 2 19 
5, SEX 6. COLOR OR RACE | 7, MARRIED [-] NEVER MARRIED PX] | 8: DATE OF BIRTH 3. AGE (In years | |FUNDER 1 YEAR|IF UNDER24 ARS, 
Wi dst irthday) / Months | Days | Hours | Min. 
E Male Ihite | wioweo] _ oworceot]| 7-25-83 8 sis: 
’ wd 10a. USUAL OCCUPATION (Give kind of work done) 10b. KIND OF BUSINESS OR TI, BIRTHPLACE (County & State, or foreign country) ) 12. CITIZEN OF WHAT 
2 during most of working life, even If retired) INDUSTRY COUNTRY? 
s = Russia USA. 
: 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME Naturalized 
‘= David Baer Fannie Fromie 
es 15, WAS DECEASED EVER INU.S.ARMEDFORCES? | 16. SOGIALSECURITYNO. | 17. INFORMANT ‘Address 
= (Yes, no, or unkown) | (Ifyes give war or dates of service) A 0 
E No 21810-5907 Records, Springfield State Hospital 
5, 18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).] ‘ONSET AND Dag 
2 PART |. DEATH WAS CAUSED BY; Acut i 3 
g si TH WAS CAUSED BY: cute bronchopneumonia, left upper and lower lobeds SH ANS 
: wis DUE TO j q 
Conditions, If any, which () Coronary arteriosclerosis years 


gave rise to Immediate 

cause (a), stating the ( DUE TO 

underlying cause last. (o). ————E 

PART I. OTHER S| Cl Eee eee Ae ee TOTHET! Pavberione TION GIVEN INPART1(a) |19. WAS AUTOPSY, _ 
hronic brain syn rome associated with cerebral arteriosc €rosis, with | PERFORMED? 

out qualifying phrase, ves NOE) 

20a. ACCIDENT WAS UNDERLYING 20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part t1 of item 18.) 

OR CONTRIBUTING [] CAUSE OF DEATH 

(IF EITHER, NOTI EDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year 


20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, 
Hour a.m. While Not While factory, street, office bidg., etc.) 
p.m. 19 at work [_] at work im 

21. | certify that (I) (this hospits) attended the deceased from. Sele a 19. , that (1) (we) last 


saw the deceased alive pn. 19____, and that death occurred 935i Pa the causes and on the date stated above. 


20f. (City or town) (County) (State} 


MEDICAL CERTIFICATION 


@: 22a. SIGNATURE 5 22b. DATE SIGNED 
a Fo. POS) Biatcron C] fins | 9-28-65 
| 222. PHYSICIAN'S 2ad. ADDRESS Springfield State Hospital 

Octavio A, Ruiz, M.D. i 


should be filed with the State Dept. of Health prior to burial, cremation, or removal, and in an 


Page 4 may be retained by the hospital or attending physician, 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and 


director, page 3 should be detached for use as the buri 


23a. BURIAL, CREMATION, 


SAL repnelty) 23b., DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 
B14 L. 3/19 6 s- | Fasruiaew Comper inuy Mp: 
24. FUNERAL DIRECTOR ADDRESS 25a, REC'D BY REGISTRAR | 25D. een SIGNATUR! 
, ca 
vans Sytonw S. Lew s vSou luc. 3317 OLyerpin foe mT 4 1969 2elark, paras 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


17839 CERTIFICATE OF DEATH 19199 


1, PLACE DF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 
a. COUNTY b, COUNTY o 


ROY MARYLAND Z Wary land Baltimore City 


b. CITY OR TOWN (If outside coi porate mits, c. LENGTH DF STAY IN 1b || c. CITY DR ba (If outside corporate limits, write RURAL end give nearest town) 
write RURAL and give nearest town) 


Sykesville yr.ilmos.17 4 Baltinore Pye 


F L 
d. NAME DF HDSPITAL OR INSTITUTION (if not In hospital, give street eddress) || d. STREET ADDRESS e. Peace 


Springfield State Hospital 2831 Lake Avenue ves] nok] 
3. NAME OF First Middle Last if DATE Month Day Year 


{type or print) ELIZABETH MARGARET BAKER Beate SEPTEMBER 21 19 65 


5. SEX 8. COLOR OR RACE | 7, MARRIED ["] NEVER MARRIED[] | 8- DATE OF BIRTH 9. AGE Wee pe 4g ‘ie 


Female | White wipoweD [7] _ DIVORCED 9-13-13 52 ves. 
10a. USUAL OCCUPATION (Glve kind of workdone| 1Db. KIND OF BUSINESS OR 11. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
INDUSTRY COUNTRY? 


during most of working life, even If retired) | a e %, 
File clerk & general ¢ffice worker Virginia U.S.A. 


13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 


Walter Baker Teresa Endres 
15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT ‘Address 


(Yes, ors unkown) | (Ifyes give war or dates of service) oii ‘ J - 
Unk. Records, Springfield State Hospital — 
18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).1 INTERVAL BI 
| PART 1. DEATH WAS CAUSED BY: Sanat rea 


IMMEDIATE caUsE (e)_Hyperpyrexia of unknownorigin vel 


/ DUE TO 
Conditions, If any, which (b). 
gave rise to Immediate 

cause (a), stating the DUE TO 
underlying cause lest. (©). 


PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOD RELATED TO THE TERMINAL DISEASE CONDITION GIVEN INPART1(a)  |19. PER ORD 
Schizophrenic reaction, chronic undifferentiated type 
carci nomata TSA: | 
2Da. ACCIDENT WAS UNDERLYING 2Db. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part I! of Item 18.) 
DR CONTRIBUTING [} CAUSE DF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c, TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED Be NaN (ie 20f. (City or town) (County) (State) 
ree 


Hour While Not While 
at work[_] at work 


21. | certify that (I) (this pean stented the deceased from_lO=-63 _, 19_, to_9=21=65 , 19____, that (I) (we) last 
saw the deceased alive on 19_____, and that death pecurred at? OO iom the causes and on the date stated above. 
TENATURE 22b. DATE SIGNED 
i ‘S wo. PHYS N°) Bintoror C) pave. Gxt | 9-22-65 
ee) A ee "28. AOORESS Springfield State Hospital 
Sykesville, Maryland 


t 


ours after death. 


\ 


papers. Pages 1 and 
it, within 72 hours after deat 


letely filled in by the funeral 


rbon 


lease r 
and in 


ysician 


f 


ed by the attending ph 
-transit permit. Then 
|, cremation, or removal 


After this certificate has been si 
MEDICAL CERTIFICATION 


WANE: ype} Agustin del Capfpo, M. D. 
pe ee 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or Roed (State) 
ec! 


‘Sept. 24.1965) Holy Redeemer Cemetery | 4430 Belair Road 


24. FUNERAL DIRECTOR ADDRESS 25a. REC’D BY REGISTRAR| 25b. REGISTRAR’S SIGNATURE 


VR A15 (4) The Dippel Brothers. Inc. 7110 Belair Road owe SEP o4 Fat’ fp q dyt. 


Page 4 may be retained by the hospital or attending physician. 


TO FUNERAL DIRECTOR: 
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director, page 3 should be detached for use as the b 
shouid be filed with the State Dept. of Health prior to buri 


15M 4-64 \ 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


33833. CERTIFICATE OF DEATH 15200 
1 a aly DEATH 2. USUAL RESIDENCE (Where deceased lived, If institutlon: Residence admission) 


. Carrell satin STATE Maryland = COUNTY, Garrol1 


b. CITY OR TOWN (If outside cor; repeal limits, ¢. LENGTH OF STAY IN 1b || c. CITY DR TOWN (If outside corporate limits, write RURAL and give nearest town) 
write RURAL and give nearest town; \ 


Wentaamhater 1 day A Finksburg 
d. NAME OF HDSPITAL OR INSTITUTION (if not In hospital, give street address) * STREET ADDRESS 8. Ua ae 
Carroll County General Hospi. Rt. 2 Deer Park Road ves] no 
. NAME DF First Middle Last 4. DATE Month Day Year 


(type or print) CHARLES THOMAS BARNES bEAM September 29 19 65 


5. SEX 6. COLOR OR RACE | 7, MARRIED fe] NEVER MARRIED[-] | & DATE OF BIRTH 9. AGE (In years [IFUNDER 1YEAR|IFUNDER 2478S. 
bas 89) | Months | Days | Hours | Min. 
Male White WIDOWED [~] DIVORCED {-] 6 duly 1932 ts, | 


10a. USUAL OCCUPATION ane kind of work done| 10b, ae, a [Agee eo OR Ti. BIRTHPLACE (County & State, or forelgn country) | 12. cue” WHAT 


papers. Pages 1 and 2 


in any event, within 72 hours after deat! 


bon 


completely filled in by the funeral 


jove Cari 


be <a within a hours after death. 
and i 


ing physi 
Then 


during most of working life, even If retired) 


Rapad rman eisai Applia: 1 
13. THER’S NAME 2 MOTHER’S: riand NAME 


Jehn T, Barnes Ruth A. Williams 


15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 
(Yes, no, or unkown) | (Ifyes give war or dates of service) 


Yes Korea 223 28 5802 | Charlotte L. Barres, Finksburg, Maryland 

18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).1 MT Ra aHeAT 
PART |. DEATH WAS CAUSED BY: oe es Ke wwe 
wee, IMMEDIATE CAUSE tn__ Corer oe 
/ DUE TO 

Conditions, If any, which (b). 

gave rise to Immediate 

cause (a), stating the ( DUE TO 

underlying cause last, (c) 


PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOTRELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)  |19. LE et 


yes] NOT] 


p' 


transit permit. 
|, cremation, or removal 


of Health prior to burlal 


20a. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part I or Part 1! of Item 18.) 
OR CDNTRIBUTING [7] CAUSE OF DEATH 
(IF EITHER, NOTI EDICAL EXAMINER) 


20c. TIME OF INJURY com Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm,| 20f. (Clty or town) (County) (State) 
Hour a.m. while Not While factory, street, office bldg., etc.) 
Mm. 19 at work at work 
21. | certify that (I) (this hospital) attended the deceased from_Se¢< 2%, 196 5 to Sap 2“! 19657 that (1) (we) last 
saw the deceased alive on__>24¢- 27, 195” and that death occurred tli SM, from the causes and pn the date stated above. 


Za. SIGNATURE ol? DATE SIGNED 
ATTENDING ED. STAF 
S. _Meetig— M.D. (Bikector 1] Pays. Ufa J 


22c. PHYS, a or ADDRESS 
NAMI 


» Sonw Ss. WHORSHE Y. aD "7 Aine ter £E- i iacanmati aa 


23a. AEMOUAL tetenig 23b. DATE THEREOF 23c. NAME OF eRET ERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 
ipecity) 
Burd ad 2 October 65 |Louden Park Cemete: Baltimore, Maryland 
24, FUNER HRECTOR ADDRESS 25a. REC’D BY REGISTRAR 5b REGISTRAR'S SIGNATURE 
vr A25 (4)\ Burgee Funeral Home, 3631 Falle Rd., Balto,Md. mreOCT 1 196 (Cliorbey 9 fg: 
J\ (Bye Z 


15M 4-64 


MEDICAL CERTIFICATION 


, page 3 should be detached for use as the bur! 


should be filed with the State Dept. 


Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attend: 


director, 
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Pages 1 and-2 


within 72 hours after death, 


completely filled in by the funeral 
ent, 


e carbon papers. 


Then pleas; 


, cremation, or removal, and 


ransit permit. 
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director, page 3 should be detached for use as the buri 
should be filed with the State Dept. of Health prior to burial, 


VR AIS (4 
20M 1/65 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND, 


12834 CERTIFICATE OF DEATH (o2Ui 


. PLACE DF DEATH 2. USUAL RESIDENCE vy deceased lived, 1f Institution: Residence before admiss ny 


a. COUNTY & 7 a. EL ad” COUNTY 
Car roll MARYLAND Ae il CAs 
c. CITY wae TOWN (If oy teid 


b. CITY DR TOWN (if outside corporate limits, c By DF STAY IN 1b fe corporate ilmits, write RURAL and give nearest town) 
write Wilts neare i) the geeLle 
) } ir 
7 i a en Ha foe wy) be A 
a. SP ITAL ee Ze In ee ve es Sarton d. STREET ADDRESS 0 Ra 
YES aE No wh 


I. ae First Midgle e 4, Bare iA Day Year 
(Type or print) Oh co ST DEATH epr bis 19 a 
5. SEX 6. cai ota RAGE | 7. MARRIED [~] NEVER MARI M tg F FUER 9. AGE Die FUNDER 1 VEAR|IF UNDER 24 HRS. 
H Birt RY Months | Days | Hours | Min. 
wipowep [] lap a 


10a. USUAL OCCUPATION Se ep werk done 10b. Beso TRY She. ne AML inty & State, or foreign aa | 1 eae OF WHAT 


ae ae DE even per The rc Ma DAF 
Ose 9. Bo i ampere. Conle 


15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SO! fa EM 17, INFORMANT 


Address ‘ fi 
“wo ie ee ie Os i Y7 LA 
18. CAUSE DF DEATH [Enter only one cause per yy }, (b), and {c) INTERVAL BETWEEN 
PART 1. DEATH WAS CAUSED BY: Bz. a pn uy ead i) 
Z IMMEDIATE CAUSE (a). 


f2a/ 
Conditions, If any, which Zz zg: Go. —_* 
gave rise to Immediate 
cause (a), stating the o Ba ae 
underlying cause last. (c). Ga - peel on, 


OT RELATED siz TEOINAL DISEASE GONUTTTONGIVENIN PARTIC 19. S AUTOPSY 
PERFORMED? 
> ves Ewe 


202. ACCIDENT WAS UNDERLYING 
DR CONTRIBUTING [] CAUSE DF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY DCCURRED | 20e. PLACE OF INJURY (Home, farm,| 2Df. (City or town) (County) (State) 
Hour a.m. While Not While factory, street, office bldg., etc.) 
p.m, 12. at work at work 


21. I certlfy that (I) ¢ Hat) attended the pa from. that (I) Gre? last 
saw the deceased alive on. and that death occurred ai M, from the causes and on the date stated above. 


ee Sau G De Bonin wp. PHYS NS Ditctor [1] PHYS. Fol | Sap LIS LE 
| 22¢. ce ia 4 O kuct ma sf | ee ADDRESS 5 e g , Le, HA 


23a. BURIAL, sl A J? THEREOF |“ NA F CEMETERY OR CREMATORY Sd. 


OVAL (Specify 1 


TR GHAR 5 : as RE 


MEDICAL CERTIFICATION 


filled in by the funeral a 
bon papers. Pages 
ithi ft ‘gh 


it, within 72 hours a 


ar 


© 


lease re 


, cremation, or removal, and in 


transit permit. Then 


or attending physician. 


director, page 3 should be detached for use as the bu 


should be filed with the State Dept. of Health prior to b 


Page 4 may be retained by the hosp ; 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and completely 
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VR A15 (4) 
15M 4-64 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH {0202 


2. USUAL RESIDENGE (Where deceased lived, If Institution: Residence pefore admission) 
a. STATE a b. COUNTY i4 


MARYLAND 


b. CITY DR TDWN (if outside cor, pares limits, ¢. LENGTH DF STAYIN ib || c. CITY OB TOWN (If outside corporate limits, write RURAL and give nearest town) 
rita RURAL and give nearest town) Zz 
Cened; 
a 


ce NAME OF ies. INSTITUTION (If not In hospital, give street address) || d. STREET ADDRESS “w s 8. Lect: 2 
ee Weft” Lene (Conte yes) np 
3. NAME DF First Middle Last 4. DATE Month Oay Year 


fiso5 oF print) ELV. Vie. Ge Ww HW DEATH Gg 5 96S” 


B, SEX 6. COLOR OR RACE) 7, MARRIEO LCE-NEVER MARRIED \ATE OF BIRTH 9, AGE (In years |IFUNOER 1 YEAR|IF UNOER 24 HRS. 
2 last birthdey) | Months Ligeae wed Hours Min. 


te wiooweo [] _owvorceof]{ Aer 7 / FE SF ys 
or féreign vst banal lal 


10a. USUAL OCCUPATION (Give kind of workdone} 1Db. KIND OF a OR i. ee oe State, 12. oes OF WHAT 
Ing most of wer ki fe, even If retired) OCS o. 
eo a 


15. WAS DECEASED EVER INU.S. ARMED FDRCES? | 16. SOCIALSECURITY NO. 


(Yes, no, or unkown) oe ee a Lor. BE. Ton Wed * ae oe EZ Z. £e 


ns oe 
13. FATHER'S NAME bites MATOEN NAME 
eon aay * ; EZ Gol 
17. ZZ \ddress 


18. CAUSE OF OEATH [Enter only one cause per line for (a), (b), and (c).J Yidkg  Ra 
PART |, OEATH WAS CAUSED BY: C RAL Aw ” We. 
"IMMEDIATE CAUSE (2). -EREBRA Ox) i 
f Z 
x OUE TO 4 
Conditions, If any, which (0) BL ONEMWO P NEUMOMIA AWK 


gave rise to Immediate AND 
cause (a), stating the uO. - 

underlying cause last. (c) Conce STUVE HER RT Freie VRE 3 mo, 
PART II. OTHER SIGNIFICANT CONDITIDNS CONTRIBUTING TO OEATH BUT NOTRELATEO TO A esa DISEASE CONOITIONGIVEN INPART 1(e) | 19. pe aS 


Aereeosccekoric  Mepet Diserws€ ves] NO RH 


20a. ACCIDENT WAS UNDERLYING 20b. OESCRIBE HOW INJURY OCCURREO. aa nature of Injury In Part | or Part II of Item 18.) 
OR CONTRIBUTING [] CAUSE OF OEATH 
(IF EITHER, NOTIFY MEOICAL EXAMINER) 


20c. TIME OF INJURY Month, Oay, Year | 20d. INJURY OCCURREO | 20e, PLACE OF INJURY (Home, farm,|] 2Df. (City or town) (County) (State) 
While Not While factory, street, office bldg., etc.) 


19 at work at work {_] 


21.1 coitity that t(D (this hospital) attendgd the decegsed from. ES, that AD) Qwe) Tast 
19S and that death occurred a , from the causes and pn the date stated above. 


; i DAE SIGREO 
ATTENOING EO, STAFF 
pee m0. PHYS feiRtcToR CO) PAYS. a 


| 22d. ADDRESS 


MEDICAL CERTIFICATION 


NAME (Type) 


23a. OAC 23b. DATE THEREOF 23c, NAME OF CEMETERY OR-GREMATORY eo Lede town or oe. a" 
Ape? 1B 79Es 


MARYLAND STATE DEPARTMENT OF HEALTH 
BLA OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, pee 


CERTIFICATE OF DEATH 2 


£ 

Ea 

By « PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before ) 
Se & COUNTY a, STATI b. COUNTY 

5 of . MARYLAND - 32, 

S b. CITY OR TOWN (if outside coi sown limits, ¢. LENGTH OF STAY IN 1b || c. CITY OR TOWN (if outside corporate limits, write Fi and give nearest town) 


write RURAL and give nearest town) , 


LL 17% ae, = 


f not In hospltal, give street address) || d. STREET ADDRESS 


‘. IS RESIDENCE 
ON A FARM? 


papers. Pages 1 and 2 


vent, within 72 hours after death 


in 24 hours a 


completely filled in by the funeral 


NAME (Ie) Dr, Somra 


22c. PHYSICIAN'S ie ADDRESS 


PRG Hie ld STE = Magpe 


BR CREMATORY 23d. AOCATIG 9 (State) 


23a, 


| Sahib eld! Stare Asp. 1009 teylan brat St, vesL)_wobil 
= = . NAME OF First Se Last 4, |g Month Day Year 
= 3 = 
= 5 (Type or print) Z/ Boyd - DEATH 7 LA- 1%5 
= 
5. SEX 6. COLOR OR RACE &. DATE OF BIRTH 9, AGE (In years |IFUNDER 1 YEAR|IF UNDER 24 HRS, 
= 7. MARRIED [~] NEVER bork Tee naa) Se ee aes Mn 
g Ne eg WIDOWED [] DIVORCED [~] 6- 29-3 yrs. 
‘sd io uA OCR Give Kidd of work done] 10D, KIND OF BUSINESS OR Ti. BIRTHPLACE (County & State, or forgign country) | 12. CITIZEN OF WHAT 
+ 2 23 during most of wi kine Hie. even Ipretired) INDUSTRY. COUNTRY? 
~ Be8 We 2. : $.4- 
8 23 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
= wee , im 
= Eee of 72 0 & CORP / WE... Ny. Pz. 
Cl eee TS, WAS DECEASEDEVER INUS. ARMED FORCES? | 16. SOCIALSECURITYNO, | 17. INFORMANT ‘Address 
= Ze s (Yes, no, or unkown) | (I fyes give war or dates of service) 
g =e: | 220-304 23) S.S. Hose Records - 
x Sea 18. CAUSE OF DEATH Enter only one cause per line for (a), (b), and (c).2 INTERVAL BETWEEN 
See PART |, DEATH WAS CAUSED BY: b ) 
BS 085 _ IMMEDIATE CAUSE (a) Lin ¥ 
S-r_- 
=o & DUE TO 
$2555 Conditions, if any, which (b) 
eo 5ce ave rise to Immediate 
2™MSoaqa 8 et 
Ss 327 cause (a), stating the DUE TO 
e =. underlying cause last. 
=e a2 underlying cause last. (c) = 
BE 2 5 & | PARTI1. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATHBUTNOTRELATED TO THETERMINAL DISEASE CONDITION GIVEN INPART 1(a) [19. Was, AuTopsy 
23 = —— a =. 7 
25823 ,|é Vesa liSeuig 
28 52> = | 20a, ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury In Part I or Part II of tem 18.) 
Sagvs & | OR CONTRIBUTING [9 CAUSE OF DEATH 
23 Sen © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
£ @ 255 z 20¢. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
asso 3 Hour a.m, whit Not whit factory, street, office bldg., etc.) 
> Sots a Hild pat wte 
25238 = p.m. 19 at work|_]_at work 
S322 21. | certify that (I) (this hospital) attended the nen , 19%, to , 19 that (1) (we) last 
ES 25 saw the deceased alive on. at ES and that death occurred a , from the causes and on the date stated above. 
@:: oe 22a. SIGNATURE kK DATE SIGNED 
s ven ATTENDING MED. STAFF nd hie 
Soaks The | eee M.D, C1 Bitctor C) tive (| F-7 3-eS 
Bes 2 
23282 
ZPres 
2 24 


TO FUNERAL DIRECTOR: 


ha SEP 0 9 


VR ALS (4) 
15M 4-64 


led in by the funeral 
fould 


Pages 1 and 2 
urs after death, 


hysician and completely 
rbon 


ing pl 
it. Then please remove car 


|, and in any event, withj 


jan. 


After this certificate has been signed by the attendi 


tor, page 3 should be detached for use as the buri 


ion, or removal, 


|-fransit perm 


Tal 
be filed with the State Dept. of Health prior to burial, cremati 
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death. Page 4 may be retained by the hospital or attending phy: 


TO FUNERAL DIRECTOR: 


direc! 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


VR AIS (4) 
20M $-63 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


__ 11837 CERTIFICATE OF DEATH 15206 


oe oy DEATH 2, USUAL RESIDENCE (Where deceased lived, If institution: Residence before edmission) 


a. STATE b. COUNTY, ’ 
MARYLAND y 
b. CITY OR TOWN {if outside corporste limits, c. LENGTH OF STAY IN Ib fe corporete limits, write RURAL end give neeres! town) 


Rune ae end give neerest town) 


a, NAME OF Runge — qec Si enna (iF not 4 hospitel, give Se oddréés) ; e. IS RESIDENCE 


ON A FARM? 


. NAME OF 


DECEASED 
(Type or print) Ss ws 


4 URI Joes 
~ SEX 6. COLOR OR RACE|7, MARRIED [_] NEVER MARRIED 8. DATE OF BIRTH 9. AGE (In yeprs jIF UNDERT YEAR AF U UI 
lost birthdey) Lei Days | Hours | 


ZF Ww wipoweD[] _ivorcep [] elas as yrs. helt 
Va. USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR INDUS(RY | 11. BIRTHPPACE (Counly & Stele, or foreign country) | 12. CITIZEN OF WHAT COUNTRY? 


dona during most of working life, even if retired) 

atric to. : ic | We SA. 
13.” FATHER"! [AME Sho MOTHER’S cainndon ME 
15, WAS DECEASO EVER IN ve: ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. |Z Lere : sen 


no, or unkown) | (Ifyesgivewerordetesof service): 
410-363 soem New Wuedbsorr, Dt 


RUBE OF DEATH [Enter only one cause pet line for (6), 1b), end (c).] Riper 
PART DEAT MeAtrcausray recurrent myocardial infarction _ __|Pew_min, _ 
Caf de DUE TO 
Conditions, if any, which w  Polycythemia Vera : Severed = 2 
geva rise to immediote couse - 
(a), steting the underlying (| DUETO onths 
{e) 


PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ile] 19. WASTE 


wes Gi Nona) 


20a. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Pert | or Pert Il of item 1B.) 
OR CONTRIBUTING C] CAUSE OF DEATH 


(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Dey, Yeer 2Dd. INJURY OCCURRED | 208. PLACE OF INJURY (Home, ferm, | i 
Hour ¢.m, While Not While fectory, street, office bldg., etc.) 
» ot work 


201. (City or town) = (County) ~ {Stete) 


MEDICAL CERTIFICATION, 


saw the deceased alive on. 9/24. c 
22a, SIGNATURE 22b. DATE 


Bo hen es bak? ta Eas a pinecror [J buys, 9/ 25 5/t 65" 


22c. PHYSICIAN'S 22d, ADDRESS 
wane ie) GF. Meadors, M.D. 810 Toll House Ave. Frederick Md 


‘23a. BURIAL, CREMATION, "G DATE THEREOF mp NAME OF CEMETERY OR-€RENPATORY 23d. LOCATION (City, town or county) (Siete) 


Bepoval (specing a atthe Weal lero Bas red. 


24 FUNERAL DIRECTOR'S SI 2Se. REC'D BY REGISTRAR | 2Sb. REGISTRAR’ han edd 


ZO “ par SEP 29 196 ee Dia 


\ 
N 
—s 


thin 4 hours after death. 


rbon papers. Pages 1 and 2 


al 


mit. 


The law requires that the death certificate be executed wi 
cremation, or removal, 


, page 3 should be detached for use as the burial-transit per 


should be filed with the State Dept. of Health prior to burial 
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TO HOSPITAL OR ATTENDING PHYSICIAN: 
director, 


VR A15 (4) 
15M 4-64 


death, 


and | apy eve t, within 72 hours after 


Then pleaseyse 


v2 
4 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 5 
o 


1838 CERTIFICATE OF DEATH 


1. PLACE DF DEATH 2, USUAL RESIDENCE (Where deceased lived, If institutlon: Residence before admission) 
Se a, STATE b, COUNTY 


Carroll MARYLAND Ma ry and Raltanore ad be ea away 
b. CITY OR TOWN (if outside corporate limits, c. LENGTH OF STAY IN 1b || c. CITY OR TOWN (if outside corporate limits, write RURAL and give hearest town) 


write RURAL and give nearest town) 
Sykesville _2yr2mo6dys. Baltimore 3 


d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) || d. STREET ADDRESS 6. ype 


Springfield State Hospital 2102 Erdman Ave. ves] no fl 
3. NAME OF First Middle Last 4 DATE Month Day Year 
DEATH September 29 9 65 


{Type or print) CARRIE HELENA BUTLER 


ps. SEX 6. COLOR OR RACE | 7, MARRIED [-] NEVER MARRIED []| © DATE OF BIRTH 9. AGE (In years |IF UNDER 1 YEAR|IF UNDER 24 HRS. 


Sitddays | iarthe-oese 
Female White WIDOWED [X] __ivorceo{-}| 9~12~1899 60 “i liao aa es 


10a. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
during most of working life, even If retired) INDUSTRY COUNTRY? 


Housewife Maryland U.S.A. 
13. FATHER’S NAME 14. MOTHER’S MAIDEN NAME 


Vincent Stach Helena Pile 
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 


(Yes, no, or unkown) elas ae pee 
Unk. Records, Springfield State Hog ital 


No 
; . INTERVAL BETWEEN 
18 cars Terewicees a as cause per line for (a), (b), and (c).] ‘ONSET AND DEATH 
"IMMEDIATE CAUSE (a)_Lerminal bronchopneumonia, hypostatic days 
DUE TO 
Reuerene seat waren o)_Arteriosclerotic heart disease __ years 


gave rise to Immediate 

cause (a), stating the ( DUE TO 

underlying cause last. (c). 

PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TOTHE TERMINAL DISEASE CONDITION GIVEN INPART (a) | [19. WAS AUTOPSY 
Chronic brain syndrome assoc. with cerebral arteriosclerosis, without] __ PERFORM 


yes[] No fe] 


qualifying phrase 
20a. ACCIDENT WAS UNDERLYING 20b, DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part { or Part II of Item 18.) 
OR CONTRIBUTING [-] CAUSE OF DEATH 

(IF EITHER, NOTI EDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d, INJURY OCCURRED |20e. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
Hour a.m. while — Not while factory, street, office bldg., etc.) 


p.m. ih) at work at_work 


21. | certify that (1) (this hospital) attended the deceased from. , yo 19___, that (I) (we) last 
saw the deceased alive o1 Babee 19____, and that death occurred yt TOG Rae fhe causes and on the date stated above. 


NATURE @, a DATE SIGNED 
ATTENDING — MED. STAFF 
0. 8 Mp. PHYS. _]_birector [] Pays. sc} 9-29-65 
as 


YSIGIAN'S \g ADDRESS Springfield State Hospital 
¥. is} wes a) 


MEDICAL CERTIFICATION 


AME (Type) 


Agustin del Campo, M.D, = 
23a. BURIAL, CREMATION, 235. DATE THEREOF | 23. NAME OF CEMETERY OR CREMATORY ; LOCATION (City, town or county) Gtate) 
i i { AcTwne CATON RE D6 LT IMOERE 


he lo-1-65 SNE eK | i Y REGISTRAR | 25b. | REBISTRARS STGRATURE 
Lum ae ears Sma, Oe 4 1906 } onibig ecg 


24, FUN 


| 


“tad alti P taal -— _ 


MARYLAND STATE DEPARTMENT OF HEALTH 
11833" OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


oh 


ae CERTIFICATE OF DEATH i 
fas 1, PLACE OF Va . 2. USUAL RESIOENCE (Where deceased lived, If institution: Residence before admjssion) 
ca ied Bod id Carroll STATE bCOUNTY 3.1 timord 
pes MARYLANO aryland jaltimo 
= 2s db om OR’ IN gf m ide’ col limits, c. LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
Bee " “ks : me 
£738 4, P ‘ Mose mn Upper ails rat 
a3 en A OSP (jt ‘eet address) || d. STREET AOORESS = 6. IS RESIDENCE 
2er ON A FARM? 
SSEI70 Z/ A yes [_]_no 
SS Middie @. DATE 0 Year = 
a= DECEASED DF ay 4 
S3e {Type or print) DEATH 19 

5 A 
See S38 6. COLOR AC, ATE OF BIRTH 9. AGE fars {IF UNOER 1 YEAR |IF UNOER 24 HRS, 
3S = a 7. MARRIEO [“} NEVER M RIEO [ft ‘ i city) | Monthe|-Oays “| Hours] Min 
Bes wiooweo [“] Divorceo[} | ar.6 1876 

i. USUAL OCCUPATION (Give kind of work done 11. BIRTHPLACE (County & State, or fon country) 


10b. KINO OF BUSINESS OR 
INOUSTRY 


12, CITIZEN OF WHAT 
during most of working life, even If retired) COUNTRY? 


= 

‘a 

3 

uo 

= 

2 
Ss 

2 

2 

oO 

2 

& 

= 

= 

= 

2 

2 

5 

3 

2 “ rt. r q TT nd 

ees Seamstress U.S. Govt., Upper Falls,Md., Uae. 

3s 2 = 13. FATHER’S NAME 14. MOTHER'S MAIOEN NAME 

S $ 

© Be John G. Campbell ry E. Crue 

oo .= 15. WAS OECEASED EVER INU.S. ARMEO FORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT ‘Address 

= 226 (Yes, no, or unkown) | (If yes give war or dates of service) A * . me * 

3 BE g No - 220-20-7131 | Mrs. Agnes Ries Upper Falls Md., 

3 2 os 18. CAUSE OF OEATH [Enter only one cause per line for (a), (ay 9X INTERVAL EEN 
ee PART 1. OEATH WAS CAUSEO BY: 

#5 585 j IMMEDIATE CAUSE {a). 

£5 32 Wi Fl 

=3 4 4 | OUE TO 

se ass Cenditions, If any, which ) 

+ eo gave rise to Immediate a 
See cause (a), stating the OUE TO 

ye pet underlying cause last. ©) 

Bz E°S S| PA 19. WAS AUTOPSY 
Sh eos é PART I1. OTHER SIGNIFICANT CONOITIONS CO rein 
ES R75 s yes ["] No 
ee Soe = 

2S E52 ©|= boa accioent was UNOERIVING 206. OESCRIBE HOW INJURY OCCURREO, (Enter nature of Injury In Part | or Part Il of Item 18.) 

So ees (5) WUNONSH atten Sain 

S6 °fe ° , 

= oa 

e282 & | 20c. TIME OF INJURY Month, Oay, Year | 20d. INJURY OCCURREO | 20e, PLACE OF INJURY (Home, farm,| 20%. (city or town) (County) (State) 
a= Toe a Hour a.m. While — Not while factory, street, office bidg., etc.) 

ga2x8 = p.m. 19 at work[_] at work [_] 

a3 Pe 2 21. I certify that (1) (this hospftal) attended the deceased _fro1 t me that (1) (we) last 
ESsee , fromthe causes and on the date stated above, 

e <2oct | 22b. OATE SIGNEO 

a ATTENOING MEO. STAFF 

S2sas M.D._PHYS. 1 oiector (] puys. [1 

meoaSe 22d. AODRES: 

BEES ) 3 

ata oS 

Zo=sz a = 

=e Res 73a. “BURVAL CREMATION,| 29b. “OATE THEREOF 23c, NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (Gtate) 

> pect 7 *. me 
= Ee" Burial Oct. 1, 1965] Fork Methodist Cam Fork, Baltimore, Md... 
24. FUNERAL OIRECTOR AOORESS ja. “REC'O BY REGISTRAR | 25D. REGISTRAR'S SIGNATURE 
4 1 thay, 
VR AIS (4) Howard K. McComas & Soy binzdon i oate UL \ ul: 196 a 
20M 1/65 \ = = aa Olby Md. —— 


1 


by the funeral 


Pages 1 and 


event, within 72 hours after dea' 


e carbon papers. 


ve 


ian and completely filled in 


ease 
and 


pea 


or attending physician. 


The law requires that the death certificate be executed within ‘ hours after death. 
After this certificate has been signed by the attending ph 


the State Dept. of Health prior to burlal, cremation, or removal 


director, page 3 should be detached for use as the burial-transit permit. Then 


Page 4 may be retained by the hosp 


TO FUNERAL DIRECTOR: 
should be filed with 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


VR A15 (4) 
15M 4-64 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


hs CERTIFICATE OF DEATH 15207 
T. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived, 1f institution: Residence before eduljsion) 
2, COUNTY CARROLL —_ astate MARYLAND bounty parmo, co 


b. CITY OR TOWN (if outside corporate limits, 


Rur dite Mearae ys neateat town) 


c. LENGTH OF STAY IN 1b || c. CITY OR TOWN ((f outside corporate limits, write RURAL and give nearest town) 


Z6yrs Upper Falls, Balto. Cty. 77} 
d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) || d. STREET ADDRESS e fete oe 
ingfield State Hospital ves] nok 


3. NAME OF First Middle Last @. DATE Month Day Year 
DECEAS| oF 
DEATH Sept 26 1 


6. COLOR OR RACE 8. DATE OF BIRTH 


8/28/80 


7, MARRIED [7] NEVER MARRIED [3X] 


wipoweD [-] Divorced 7} 
10B. KIND OF BUSINESS OR 
INDUSTRY 


F 


10a. USUAL OCCUPATION (five kind of work done 


ED 
(ype or print) SUSAN Campbell 
Bh aS {in me IFUNDER 1 YEAR |IF UNDEt S. 
‘as' ay) [Menths | Days } Hours | Min. 
85 __yrs. | | 


5. SEX 
IL. BIRTHPLACE (County & State, or foreign country) 


12, CITIZEN OF WHAT 
during most of working life, even If retired) COUNTRY? 
“He use Week Maryland USA 
13, “FATHER’S NAME . 14. MOTHER’S MAIDEN NAME 
John G, Crue Mary &. 

15. WAS DECEASED EVER INU.S.ARMEDFORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 
(Yes, no, of unkown) iaceigan ut service) 

NO - None jpMingfield State Hospital Records. 

18, CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c). INTERVAL BETWEEN 

PART |. DEATH WAS CAUSED BY: Cardiac Failure ist pt 
_ IMMEDIATE CAUSE (2) DAY 
if U DUE TO 2 res 

Conditions, If any, which ) AL.S-C. Vv D 

gave rise to Immediate 

cause (a), stating the ( SUE TO 

underlying cause last., to). 
5 PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVENINPART 1(a) 19. Pe ouaenes 
2 eer RE ea EEE 
s yes] no Dg 
= 20a, ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part 1 or Part II of Item 18.) 
£ ] OR CONTRIBUTING (} CAUSE OF DEATH 
© | (IF EITHER, NOTI EDICAL EXAMINER) 
= 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
3 Hour a.m. While Not While factory, street, office bidg., etc.) 
= p.m. 19 at work at work 


, that @ (we) last 


the causes and on the date stated above. 
Se DATE SIGNED 


21. 1 certify that w (this hospital) attended the deceased from 5/17/29 _, 19___, to. 
saw the deceased alive on. 19____, and that death occurred at_9_, 3M, 
=] 


ATTENDING MED. STAFF 
Mp. PHYs. _[] _pirector L] Pays. £1} 


22¢. pie 'S 22d. ADDRESS Mn eyled 
©Nagi-Buyukunsal, M.D. Springfield State Hospital SykesviA/ 
23a. BURIAL, CREMATION,| 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 


REMOVAL {8PM Isont. 25,1965 | Sakem Methodis 


24. FUNERAL DIRECTOR ADDRESS 
Howard K. Me Comas & Son Abingdon Maryland. 


ist 


Upper Falls,Balto., Md, 


25a. REC'D BY 0 1966 Bs ISTRAR'S SIGNATURE 
ae 
mreSEP 90 196b_ re 


rat 
te, 


Pages 1/an 
ftert de: 


filled in by the fy 


ithin 72 hours a 


ion papers. 


lease re 
|, cremation, or removal, and in 


-transit permit. Then 


or attending physician. 
After this certificate has been signed by the attending physician and completely 


State Dept. of Health prior to b 


Page 4 may be retained by the hosp! 


TO FUNERAL DIRECTOR 
should be filed with the 
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MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


11844 CERTIFICATE OF DEATH 1594) 


‘ Bei pace 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admission) 


; 5 b. COUNTY 
uarvano_|| 72 
b. CITY OR Tt (I mitslaa Sari limits, c. LENGTH OF STAY IN 1b (If outside corporate limits, write RURAL and give nearest town) 
write BURAL and gl ee 


town) x A ; <- 


d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give streét address), | STREET ADDRESS e. Bae 


ves] no 


3. NAME OF rst On 2) Day ig 


DECEASED 
» ype or printy £Z//LLA H- NV pL aoe beat Z. FO 19 6S 
5. SEX 6. COLOR OR RACE 7. MARRIED ans L901 8. DATE i Zaq) =! va L IFUNDER 1 YEAR |IF UNDER 24 HRS. 
ast bi ay Months | Days pore | Hours | Min. 
WwipoweD [7] DivoRcED {_] 
108, Ree ea Oy Give eee Te 10b, KAN oF Cuan? OR FE 1. BIRTHPLACE laos or pe cana) ae 12, COUNTRY te ied 


14.” MOTHER'S MAIDEN & 


CZ LEZ ALA é 
4 Sigh sion) FER pe a SOCIAL SECURITY NO. | 17. INFORMA Address t ‘ 
9 (Own, ‘yes give war or, s Of service, . 
Ty id 6-10-1360 iin’ hat ye 
18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).} INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: (ie ESB kee oe tl 
al IMMEDIATE CAUSE (a). 
- 4 X DUE To 
Conditions, If any, which (b) 
gave rise to Immediate 
cause (a), stating the DUE TO 
underlying cause last. (c) 
PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED 10 THE TERMINAL DISEASECONDITIONGIVENINPART1(a) 19. WAS AUTOPSY 
7 Samal 
Distaas— ves [] No Fy. 
20a, ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part 11 of Item 18.) 


OR CONTRIBUTING [7] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF Le RSC 20f. (City or town) (County) (State) 
Hour a.m. While Not While factory, street, office bidg., etc.) 


p.m. 1g at work] “at work LC] 


21, | certify that (I) (this hospital) attended the deceased pean es 19£5 that (I) (we) last 
saw the deceased alive onal 39, 19 65 and that death occurred ai ben e causes and on the date stated above. 


22a. SJGNATUR' 22b. DATE SIGNED 


: ATTENDING ED. STAFF 
2 M.D. Bern OO SA Ol 7/3 e/e— 
22¢. YSICIAN'S ne ADDRESS 


NAME (Type) NOMA S. HARSHEY md J ne Sn dO Ses Tmnt , wS, 


23a. pee a Papel | 23b. DAT) Win 23c.. NAME See, CEMETERY OR ig 23d. LOCATION (City, town‘or county) (State) 


MEDICAL CERTIFICATION 


EMOVAL | [ope fy) 


Logue FUNERAL DIRECTOR 


PEE 


ecuted within 4 hours after death. 


-transit permit. Then pl 


The law requires that the death certificat 


After this certificate has been signed by the attending phy: 


director, page 3 should be detached for use as the bu 


should be filed wit! 
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TO HOSPITAL OR ATTENDING PHYSICIAN: 


TO FUNERAL DIRECTOR 


VR A15 (4) 
15M 4-64 


h the State Dept. of Health prior to burial 


Rm 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


11842 CERTIFICATE OF DEATH {5209 


3 PLAGE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admission) 


Carroll MARYLAND ae Maryland et! Montgome 


b. CITY OR TOWN (if outside corporate IImits, ¢, LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
write RURAL and give nearest town) 


ural--Sykesville ty. Sm. 16d. || Takoma Park ys eo 


d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) || d. STREET ADDRESS e. iS RESIDENCE 


IN A FARM? 
Springfield State Hospital 6800 Westmorland Avenue vesL1 nol 


DECEAS! | oe 9 27 1965 


ae Seta First Middle Last 4. we Month Day Year 
(Type or print) Anna Grace Case 


5, SEX 6. COLOR OR RACE | 7, MARRIED BX) NEVER MARRIED []| & DATE OF BIRTH SAGE (in Fears aaa Tae aad 


female white wipowep [-} Divorced {| 9/7/88 70 yes, 
10a, USUAL OCCUPATION (Give kind of workdone| 10b. KIND OF BUSINESS OR Tl, BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
INDUSTRY COUNTRY? 


during most of working life, even If retired) 
housewife West Virginia 


13, FATHER’S NAME 14. MOTHER’S MAIDEN NAME 
John Williamson Gilmore 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 
(Yes, no, or unkown) | {If yes give war or dates of service) 


no none pringfield Hospital records--Sykesville 


18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).] | pie TR abet 
PART 1. DEATH WAS CAUSED BY: 
~ IMMEDIATE CAUSE (2) Cardiac failure day s 


DUE TO 


Conditions, If any, which Dehydration mose 
(b). 
gave rise to Immediate 


cause (a), stating the QUE TO 

underlying cause last. (©). 

PARTII. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOTRELATED TO THE TERMINAL DISEASE CONDITIONGIVEN IN PART 1(a) |19. WAS AUTOPSY 

Chronic brad syndr me with cerebral arteriosclerosis without PERFORMED? 
qua g phrase. yes [[] NO 

20a. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURREO. (Enter nature of Infury in Part | or Part II of item 18.) 

OR CONTRIBUTING [7] CAUSE OF DEATH 

(IF EITHER, NOTIF' EDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 200. PLACE OF INJURY (Home, farm,| 20f. (Clty or town} (County) (State) 
Hour a.m. While —; Not While factory, street, office bidg., etc.) 


p.m. at work [_] at work O 
21, | certify that 3 (this hospital) attended the deceased from 19. t that OF (we) last 
saw the deceased alive on. 1965_, and that death occurred at_6.:O@, foi the causes and on the date stated above. 
22a, SIGNATURE [oe DATE SIGNED 
mo. Bis NS _bittotn ie | ie vee. * 
22c, PHYSICIAN’S 22d. ADDRESS pring e 1 a State OED a 
NAME (Type) Edmee Reeves, M. D. Sykesville, Maryland 


MEDICAL CERTIFICATION 


2a. DURIAL, CREMATION] 230. DATH THEREOF 230. Saad CEMETERY OR GREMATORY 23d. LOCATION (city, town or coun (Stafe) 
sore ret | vei (S EAH idl 


Satlavts M& 
VLE: , a ae ee, = GT iy. Od "9 BaP, $| B 


MARYLAND STATE DEPARTMENT OF HEALTH 
11883 N OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 10240 


1. PLACE DF DEATH 2, USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admission) 


a. COUNTY 
a, STATE b. COUNTY 
Carroli aise Maryland Montgomery 
b. CITY DR TDWN (if outside co: Eperare limits, c. LENGTH DF STAY IN ib || c. CITY OR TOWN (if outside corporate limits, write RURAL and give nearest town) 


val Sykesvitie: lmo. 18days Chevy Chase JEN. 


d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, glve street address) || d. STREET ADDRESS 7 e Re ora 


Springfield State Hospital 3902 Rosemary Street ves] no Pd 
a Neer First Middle Last 4. DATE Month Day Year 


(Type or print) Mary Elizabeth Cates DEATH 9 8 165 
SEX 6. COLOR OR RACE) 7, MARRIED [-] NEVER MARRIED[_] | & DATE OF BIRTH 9. AGE (in. years | IFUNDER 1 YEAR|IFUNDER 24 HRS. 


female white | wows} —vivoncent]) 11/29/75 8g birthday pages [bass monies: et 


yrs. 
10a, USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR Ti. BIRTHPLACE (County & State, or foreign country) Pee CITIZEN OF WHAT 
INDUSTRY COUNTRY? 


one of working life, even If retired) None Texas USA 
13. FATHER’S NAME 14. MOTHER’S MAIDEN NAME 
John K. Wemple Mary Hopkins 
Of WAS DECEASED EVER INU.S: ARMEDFORCES? ] 16. SOCIALSECURITYNO. | 17. INFORMANT Address 
ne | none pringfield Hospital records--Sykesville 


18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).] Pt ee 
Weal PEATMMEDIATE CAUSE | ‘@_Arteriosclerotic heart disease and severe 
Hf od pueto Nephrosclerosis years 
Conditions, If any, which () Bronchopneumonia days 
gave rise to Immediate 
cause (a), stating the OUE TO 
underlying cause last. (c) 


Ghy Ul. OTHER S ‘brain, syndx CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITIONGIVEN IN PART 1(a) 19. WAS AUTOPSY 


Cheer Gy? Yeo 2 ny syndrome with senile brain disease without ves mn CT 


Xx 


24 hours after desth. 


rt 


filled in by the funeral 


apers. Pages 1 
in 72 hours afterMeath. 


-transit permit. Then please remove c: 


should be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any evel 


20a, ACCIDENT WAS Llp el 20b. OESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part I or Part II of Item 18.) 
OR CONTRIBUTING [) CAUSE OF 
(IF EITHER, NDTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e, PLACE OF INJURY (Home, farm,| 20f. (City or towa) (County) (State) 
Hour a.m. While factory, street, office bidg., etc.) 


p.m. 19 at work oO ae Ce O 
21. | certify that % (this hospital) attended the deceased fro 
saw the deceased alive p 1965_, and that death occurred a 


2a. SIGNATURE . 22. DATE SIGNED 
eo ke Men Pay NS Biktctor CC] Pave. 9/8/65 


io NAME (type) Edmee Reeves, Me. De a: 7 peaaeti res RESytanaeP* tas 


23a. BURIAL, CREMATION,| 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 
REMOVAL {Specify) 


Cremation | 9-9-65 Cedar Hill Crematory Suitland, Maryland 


woes ) ROBE BT A. “PUMPHREY Beth eves Mary aie) Om ere ae PER ea OE 
15M 4-64 pat 


MEOICAL CERTIFICATION 


Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and completel: 


director, page 3 should be detached for use as the buri 
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MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF UBL A RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


11844 CERTIFICATE OF DEATH 59 


1. PLACE DEDEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admlsston) 
a. CDUNTY a, STATE D.COUNTY 11 
Carrell MARYLAND Maryland arre. 


b. CITY OR TOWN (If outside coi peer, limits, ¢. LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
write RURAL and give nearest town, 


Rural--Sykesville ly. 7m. 27d.||\ Sykesville 
d. NAME DF HDSPITAL DR INSTITUTION (if not in hospital, give street address) |) d. STREET ADDRESS ik 1S RESIDENCE 


M2 
Route #3 vesC] wid ? 


. NAME OF First Middle Last 4. DATE Month Day Year 
DECEASED 


(ype or print) Mary Anna Clark DEATH 3 20 1965 


5. SEX 8. CDLDR OR RACE | 7. MARRIED [~] NEVER MARRIED |] | & DATE OF BIRTH 9. AGE (In hee] Do IF UNDER 24HRS, 


female white | wiooweofR — ivorceo(]| 10/4/84 88" ay pone rers. Hea it 


10a. USUAL DCCUPATIDN falve kind of work done| 10b. KIND DF BUSINESS DR TI. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
during most of working life, even If retired) INDUSTRY CDUNTRY 


Companion Maryland USA 
13. FATHER’S NAME 14. MOTHER’S MAIDEN NAME 


Daniel Osborn | Annie Akehurst 
va WAS DEC EASED EVER IN U.S. ARMED ener 16. SDCIALSECURITY ND. | 17. INFORMANT Address 
Tg eh |Ctrenierermattssteve) 59 628-4932 |Springfield Hospital records-~Sykesville 


no 
18. CAUSE OF DEATH [Enter only one cause per-tine for (a), (b),-and (c).} INTERVAL BETWEEN 


A pl DNSET AND DEATH 
PART 1. DEATH WAS CAUSED BY: LY 
IMMEDIATE CAUSE (a). Linde | ESA. dh 


é 
- DUE TD 
Conditions, If any, which (b) LOr Ver t¢20! Cac, Mom 


gave rise to Immediate 

DUE TO 34 cS 
ee Cygne SL tt Chilo We piinit “ 
Chro mic brain aynarome wit yore pit bectorobie without 4 Pavysuye ene 


'@ 


papers. Pages 1 and 2- 


event, within 72 hours after death 


completely filled in by the funeral 


e carbon 


le 
ant 


Hl 


-transit permit. Then 
, cremation, or removal 


20a. ACCI RLYING 20b. DESCRIBE HDW INJURY DCCURRED. (Enter nature of injury In Part I or Part 1 of Item 18.) 
OR CONTRIBUTING CAUSE DF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY DCCURRED |20e. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
Hour am, While cnet While factory, street, office bidg., etc.) 


p.m. 19 at work] at_work oO 


21. | certify that @& (this hospital) attended the deceased fro that % (we) Sast 
mc the deceased ol gees 65 _, and that death occurred at +2 004, from the causes and on the date stated above. 


SIGNAL isa ye a| F DATE, SIGNED 
BS» ATTENDING 
Le tis 0 Lee ACeo C_Bikector C1 Pave. xl 


2c. PHYSICIAN'S Be abbress Springfield State Hos. 
Ave (3) Fausto Acosta Natal, M.D. lle 


23a. But  O | ot 23b. DATE THEREOF 23c. NAME DF CEMETERY OR CREMATDRY | ad, LOCATION (City, town or county) (State) 
pecify) 


Sept.22, 1965] Dover Cemetery Baltimore Count Md,_ 


v 24. FUNERAL DIRECTOR ADDRESS 25a. REC'D BY 2 106 25b. REGISTRAR’S SIGNATURE 


VR AIS (4) | J. F. Eline & Sons Reisterstown, Md. oanSEP 22 “Oo bog Jape 
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15M 4-64 


24 hours after 


in 


led in by the ff , 


Pages 1 and 
after deathi 


d 


‘ian and completeiy 


ic 


ing pt 


ires that the death certificate be executed, 
hysi 


cian. 
id by the attend 


jignes 


The law requ 


ined by the hospital or attending physi 


After this certificate has been s 
director, page 3 should be detached for use as the burial-transit permit. Then please remove carbon pai 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any event, within 


TTENDING PHYSICIAN: 


be retai 
CTOR: 


A 


S. 


TO HOSPITAI, 
death. Page « 
TO FUNERALS 


VR AIS (4) 
15M 7/61 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
1185 CERTIFICATE OF DEATH ib2t2 


¥ me = 
i, PLACE OF DEATH 2. USUAL RESIDENCE (Where decoasad lived, If institution: Residence before admission) 


e. COUNTY“? a. STA 
MARYLAND 


b. CITY OR TOWN [if outside corporal limits, c. LENGTH OF STAY IN 1b <. CITY OR TOWN (If out; 
write RURAL endrgive nearest to es 


. NAME OF — First ~ Middle 
DECEASED 
{Type or print) PREARET ae Cole 

; Mp 7 ACE] 7, MARRIED [-] NEVER Teas [| & SATE OF BieTH 


wipoweED [Z}-—~ pivorcep [[] OLE. 
serve 


10b, KIND OF BUSINESS OR INDUSTRY BIRTHI OLE & 


” OF 
DEATH oes OZ. 7O. 19 65 
9. AGE (in yeors |IF UNDER 1 YEAR| IF UNDER 24 HR 
last birthday) ecw] Deys | Hours 
yrs. 


reign country) | 12. CITIZEN OF WHAT COUNTRY? 


= 
; a OG -L. “4 
14, MOTHER'S MAIDEN NAME 


17, INFORMANT Address 


¢ A-Z 
“ARMED FORCES? 
(ifyas givewarordatesof service) 


4G SOCIAL SECURITY NO. 


f/no, or unkown) 
a 


INTERVAL BETWEEN 


PART I. DEATH WAS CAUSED BY: ONSET AND DEATH 


IMMEDIATE CAUSE (a), 
x DUE TO 


Conditions, if any, which (b) 
geve rise to immediate cause 
(a), stating the underlying 
cause lest. {e) 


) 


DUE TO 


19. WAS AUTOPSY 


Zz PART il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART l(a AS AUTOR 
— i css PERFORMED? 
= 
$ és YES no | 
E 1200. ACCIDENT WAS UNDERLYING [] | 20b. DESCRIBE HOW INJURY OCCURED, (Enter natura of injury in Pert I or Port Il of item 18.) = 
& | OR CONTRIBUTING [] CAUSE OF DEATH 
& | (lf EITHER, NOTIFY MEDICAL EXAMINER} 
—- — —— 
3 | 0c. TIME OF INJURY —Month, Day, Yeer | 20d. INJURY OCCURRED | 20s, PLACE OF INJURY (Home, ferm, | 20f. (City or town) (County) (Stete) 
ray Hour a.m. Whila Not While. factory, streel, offica bldg., etc.) | 
3 19 ot work [_] at work [_] ! 
that (I} (this hospital) attended the deceased from..! NP wef. » Wa: ie: sh =p that (1) (we) last 
saw the deceased alive oh WER 9. oe 19lgh5, ane and that (déath occured *M, from the causes rai on the date stated above, 


2}b. DATE 


a aS STAFF 
DIRECTOR ‘Ie! PHYS. 


(ke An Per 


23d. LOCATION (City, town Nama) 


22c. PHYSICIAN'S 


NAME (Type) E AS. e ese 


2 Wi, THEREOF Zac, ms OF CEMETERY “OR GREMATORY 


EN CREMATION, 


(State) 


» LppaP nent 
K / 

— me FUN ey S Degytio > iZ A; WL ADDRESS. s p 14 4 25b. Rl fire ‘S SUSNATMRE 

> 

X a 4 1965 7 peered, 


in 24 hours after 
led in by the funeral 


hi 
bon papers. Pages 1 and 2 should 


9 


hin 72 hours after death. 


TIENDING PHYSICIAN: The law requires that the death certificate be executed, 


retained by the hospital or attending physician, 
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TO FUNERAL 
director, page 3 should be detached for use as the burial-transit permit. Then please remove ca 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any @ 


death. Page 


TO HOSPITAI, 


VR AIS (4) 
1SM 7/61 


~ 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH i5 152! 3 


. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admission) 


8, COUNT! vipa ee 8. STATE annie me. b. COUNTY Qreeell 


b. CITY OR TOWN {it outside corporate pres . LENGTH OF STAY IN 1b €. CIT? OR TOWN (Hi outside corporate limits, write RURAL end give nearest town) 


ry RURAL eye Ed Bll vown) aa a if by ifeg PEA D> Pe ae Bae 


d. NAME ©F ont OR Banke (if id in hospital RESS 
/ ON A FARM? 


(222 a ain st ws) ogg 


. N. 4. DATE Month Day Year 
DECEASED 


(ype or prin ie asa team Sep 28 96S 


Bir SER |6. COLOR OR RACE|7. apRigy [DINEVER MARRIED’ B. DATE OF BIRTH 9. AGE (In yoars |IF UNDER 1 YEAR| IF UNDER 24 HRS. 


vale (A) Au le vee 1] sopvorceo [} Many 28, 1884), eo = aah oe | geese 


5 Stas OCCUPATION JGive kind of work 10b. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (County & State, or foreign country) jz. dicot OF WHAT COUNTRY? 


dona oy most of a fj lite, even it oe g 

: Quve/l Gan va Muy laude ASA. 

13, Ln ue Se NAM! Pe MOTHER'S MAIDEN NAI 
ae Ogg Loe with ty Fre tensa: CBha Oe: 

15. J9, DECEAS EVER IN U.S. ARMED Fi S$? | 16. SOCIAL SECURITY NO.| 17, INFORMANT Address 


(Yes, no, or unkown] | (Ifyes give war or detesofservice) 


ees Her debe Sprint. danpstinp (id. 


rie. " GAUSE F i DEATH [Enter only one cauy line for “he (b), and te). Be Legian 
AND DEATH 
PART |. DEATH WAS CAUSED BY; Biers 
IMMEDIATE CAUSE (a)_| roar. / 3% LAL a aaa . 


gave rise to immediate cause 
(e), stating the underlying DUE TO 
{c) = 


~~ PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED To THE TERMINAL “DISEASE CONDITION GIVEN IN PART 1(a)| 19, WAS AUTOPSY” 
pee ‘ORMED? 


ves [] No DR 


'20e, ACIDE! rr Yb 20b. DES HOW INJURY OCCURED. (Enter nature of injury, in Part | or Part Il of item 1B.) 
OP CONTRIBUTING [_) CAUSE OF DEATH 3 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF UN es ‘Month, Day, Year | 20d. INJURY OCCURRED | 206. PLACE OF INJURY (Home, farm, ' 20f. (City or town) (County) (State) 
Eieuc ates While Not While fectory, eaereeriag piss» office bldg., etc.) | 
p.m, work H ‘* 


MEDICAL CERTIFICATION 


ATTENDIN MED. STAFF 
Mp, | PHYS. DIRECTOR Ol PHYS. 


22d, ADDRESS 


(EV Sush L220 | aspspean Mae 


DATE THEREOF 23c, NAME OF CEMETERY OR CREMATORY 


Teckines! 7 pigeespatrd “dacend £4 Zed 


Wehr DIRECTOR'S. SIGNATURE ADDRES, 25a. iis D Cry ade” ere S Pay dae. 
oo Lief ons DATE ( ae 


The law requires that the death certificate be executed withi 4 hours after death. 


TO HOSPITAL q ATTENDING PHYSICIAN. 


VR A1S (4) 
15M 4-64 


—, 
5 
e 


Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


17867 CERTIFICATE OF DEATH 


iN 

s 3 1, PLACE DF DEATH 2. USUAL RESIDENCE (Where deceased lived, If Institution: Resldence before adm|ssion) 

Cais aeeDeate a. STATE b. COUNTY 

273 Carroll MARYLAND Maryland Baltimore City 

Ses b. CITY DR TOWN (if outside corporate limits, ¢. LENGTH DF STAY IN 1b || c. CITY DR TDWN (if outslde corporate limits, write RURAL and give fearest town) 

BE 2 write RURAL and give nearest town) - z 

ss Sykesville S.1mo.29dys. Baltimore Saal. 4 

3 gn d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) || d. STREET ADDRESS 6. 1S DNA FA 

are 

ge /2 Springfield State Hospital 1136 Ward St. YES sc no fx 

3s s5 3. pel Ve First Middle Last 4, Pe Month Day Year 

> (ype or print) BLA NCHE GRACE CORBIN DeaTH SEPTEMBER 8 i965 
5. SEX 6. COLOR OR RACE 


7. MARRIED [~] NEVER MARRIED [3] | 8- DATE OF BIRTH 


ty 


9. AGE (In years 
last irthday) 


IFUNDER 1 YEAR |IF UNDER 24 HRS, 
A Months | Days | Hours | Min. 
Female White | 


= WIDOWED [7] pivorceo{]| 2-2-28 yrs. 
aa 10a, USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR ‘Il. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
g 3 during most of working life, even If retired) INDUSTRY COUNTRY? 
38 Unk. Cth Maryland USA. 
= 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
2 George Corbin Gertrude Wunder 
2 15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT ‘Address 
2 (Yes, no, or unkown) | (Ifyes give war or dates of service) 
S No None Records, Springfield State Hospital 

18, CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).] i sie ite ea 

PART |. DEATH WAS CAUSED BY: * 3 
f Bae g ee ‘@__Metas |. Meatigt 
DUE TO 
Conditions, If any, which o)__Cyst adenocarcinoma of ovary Months 


gave rise to Immediate 
cause (a), stating the DUE TO 
underlying cause last. (c). 


Hour a.m. factory, street, office bldg., etc.) 


p.m. 


FS a OTHERSIGNIFIGANT CONDITI one UTING TO. rent. ype, in amen ge ae 19. WAS AUTOPSY 
=| Schizophrenic reacti ype, ina menta fect ee fates 
3 

oO = 20a. ACCIDENT WAS UNDERLYING ial 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part I! of Item 18.) 
f& | OR CONTRIBUTING [] CAUSE OF DEATH 
© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
z 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 200. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
te 
= 


While Not While ia 


19 at work at work | 


21. I certify that (I) (this hospital) attended the deceased from. 19___, that (I) (we) last 
saw the deceased alive pn =3=6 19____, and that death occurred a ftom the causes and on the date stated above. 
a. ty ic 22b. DATE SIGNED 
betes ae stmt oO Pa ibn a 8-65 
2 PHYSICIAN'S ‘ we ADDRESS, nefiel tate 
Naver) = Antoniu map M.D. | Starnes es ae gaa 


director, page 3 should be detached for use as the burial-transit permit. Then J 
should be filed with the State Dept. of Health prior to burial, cremation, or removal, and in a 


23b. DATE THEREOF 


BLO -OS 


23a. BUR aut ie at 0] 


“Zw oF Bore Mitre : | OCAT} wie Gyn ‘town or county) (state) 
ABBR 254. a Did AR | 25b. ey TRAR’S SIGNA PUR! 
f,. SEP 14 1965 Chionrbag 


2 MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


118465 CERTIFICATE OF DEATH iv2l5 


ae Maya A 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 
a 


a, STATE b. COUNTY , 
Cami MARYLAND AALH: ‘ 
b. CITY DR TOWN (If outside corporate limits, c. LENGTH OF STAY IN 1b || c. CITY OR TOWN (if pitside corporate limits, write RURAL and give near®st-town) 
w oe RURAL and give neates’ ) J 


2s- pga o> 
da NAME OF HOSPITAL OR INSTITUTION (If pot In hospital, give street address) || d. STRE! \DDRESS 
eee Lopid sb a 4 


3. NAME OF First Middle Last DATE 


4. 
DECEASED i : = OF 
(Type or print) CEWEi77- KA: PIO7 TE DA ALREAY DEATH . 
F G.COLOR'OR RAGE | 7, wARRIED [EPNEVER MARRIED [_] | 8/7PATE OF BIRTH ry ars ca ae FF DROS 24s. 
wipoweo [-] DIVORCED [_] io. 4. ari | } 


ya. USUAL OCCUPATION (Give kind of work done | 10b. KIND DF BUSINESS DR 5 RTH PEACE (County & State, or fofeign country) | 12. CITIZEN OF WHAT 
most of working life, even Ipratired) INDUSTRY - COUNTRY? 


ie 


oh, 


fter de 


jours after death. 
Pages 1 and 


filled in by the funeral 


ithin 72 hours ai 


on papers. 


tely 


h 


cS 


e rem 


14, MOTHER'S MAIDI 


ificate be executed within 8. h 


i 


(Yes, no, or unkown) | (Ifyes olve war or dates of service) 


—__ | 


mit. Then pleas 


should be filed with the State Dept. of Health prior to burlal, cremation, or removal, and in an 


5. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFDRMANT 


, 
18. CAUSE OF DEATH [Enter only one line fe }, (b), and (¢), INTERVAL BETWEEN 
Enter only one caus Ine for (a), (b), and (¢).1 ONSET AND DEATH 


PART I. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (a). 


20) 
/ DUE TO siht Yer fe. 
Conditions, If any, which G 


gave rise to Immediate om 


cause (a), stating the DUE TO - ; altri Lowetig f a id x, 
underlying cause last. (c) Aad deeterh fe Ps HA 


ned by the attending physician and, 


jal-transit pel 


2 


Sneer Nig.baves lest: c} 


ee cad ICANT CONDITIONS CONTRIBUTING TO DEATH BUTNOTRELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a) |19. WAS AUTOPSY 


PERFORMED? 


Aon Dele ves [} NOK 
2Da. ACCIDENT WAS UNDERLYING Ee 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part I or Part II of Item 18.) 
OR CONTRIBUTING [) CAUSE OF DEATH 
(IF EITHER, NOTI EDICAL EXAMINER) 


20c, TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 208. PLACE DF INJURY (Home, farm,| 20f. (City or town) (County) (state) 
Hour a.m, Whlle factory, street, office bldg., etc.) 


Not While 
Aun 19 at workL_] at work L] i 
21. | certify that (I) (this hospital) Alten the deceased from_7¢ +2 195 3 to 196 (> that (1) (we) last 
saw the deceased alive o pa 19_45, and that death occurred at /AA_M, from the causes and on the date stated above. 


Da, SIGNATURE i p A 
ATTENDING MED. STAFF = 
m.o. PHYS. (4 pirector [] prys. {1} Vere fé f 
22c. PHYSIC. 


NAME (1D NValias Che plcy Af) FTW Cracn Cm lesfnis fev Atl 


23a. BURIAL, CREMATION, 23b. DATE THERFOF 23c. AVAME OF CEMETERY OR CREMATORY jd. LOCATION (City, town or county) (State) 
REMOVAL ‘tSpepiiy) ‘ A ey, 
71 


bane tna 
RA x 25a, 
VR A15 (4) BY, r 
15M 4-64 cal 


or attending physician. 


After this certificate has been si 


3 should be detached for use as the bur 


MEDICAL CERTIFICATION 


irector, page 


Page 4 may be retained by the hosp 
TO FUNERAL DIRECTOR: 
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* 1 MARYLAND STATE DEPARTMENT OF HEALTH 
_——— DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
SY yet 11849 CERTIFICATE OF DEATH 10216 
S$ 32s 1. PLAGE OF DEATH @, USUAL RESIOENCE (Where deceased lived, If Institution: Residence before admission) 
OL ee eo ay ioe a. STATE b. COUNTY 
3 2038 Sau. MARYLAND Maryland Carroll 
S s $s b. CITY OR TOWN (if outside corporate limits, c. LENGTH OF STAY IN 1b . CITY OR TOWN (If outslde corporete limits, write RURAL and give nearest town) 
>) 2 write RURAL end glve nearest town) bk # ‘i 
ges Westminster 64 yrs flestminster 
r ain @. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) || d. STREET ADDRESS 2. 1S RESIDENCE 
2ar ; 
S SEs 10 Kemper Amenue {10 Kemper Avenue yes] nok] 
= 
= 3se 3. NAME OF First Middle Last a. DATE Month Day Year 
= i DECEASEO oF 
2 (Type or print) THEODORE FOWLER DERR Death September 23 4965 
z s 5. SEX 6. COLOR OR RAGE | 7. MaRRIED PC) NEVER MARRIED [] | ® DATE OF BIRTH 9. AGE fin years emiee ine oe ae 
S Ese male white wiooweo [] pivorceo[]| dase 1; 1901 eh via | 
ee 10a, USUAL OCCUPATION (Give kindof work done] 10D. KINO OF BUSINESS OR TL. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
op 22 during most of working life, even If on INDUSTRY e ¥ COUNTRY? 
. Bee retire ; > | Westminster, Carroll Col. U.S.A. 
& = cs 13. FATHER’S NAME ‘7714. MOTHER'S MAIDEN NAME 
s s 
¢ Pe 8 John T. Derr Carrie Fowler 
Sele Of, WAS DECEASED EVER NUS. ARMEDFORCES? [ 16. SOCIAL SECURITYNO. | 17. INFORMANT Address 
vas =5 own) ‘yes pive war or dates of service: 
@ =e Tee ew Tt 217-07-5993| Mrs. Theodore F. Derr same 
. 
BA Bes 18. CAUSE OF OEATH [Enter only one cause p, 1 for (a), (b), and (c).] EER HEAT, 
reat PART |. DEATH WAS CAUSED BY: Cote 
SE UES IMMEDIATE CAUSE (a) 
TB aee H Pingo S ae ee Ss 
Sfe655 Conditions, If any, whtch (b) 
ye fos geve rise to Immediate iy 
ss ss cause (a), stating the DUE TO c wT: es y " 
=e aee underlying cause last. (c) 
SEeot & | PART 1, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUTNOYRELATED TO THE TERMINAL DISEASE CONOITIONGIVEN INPART 1(a) |19. WAS AUTOPSY 
258 3 3 . ves [] NO 
28 52= ~| = | 20a, AccDent WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part I! of item 18.) 
=a tu0S & | OR CONTRIBUTING [) CAUSE OF DEATH 
eg se. & | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
255 
£ wo 22s z 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
aS Tse a Hour a.m. while —Not White factory, street, office bidg., etc.) 
ga228 = at work[_} at work 
z 1H 
Ss 2z2 deceased frome CA“ 19.64, tod GLE -2F 19S that (0 (we) last 
ESoes. 19 apVthat death occurred a2¢>¥4y, from 4he causes and on the date stated above. 
&: 85°e 2b, DATE SIGNED 
Sak ATTENOING MED. STAFF os X, 
sfeas | M.D. PHYS. Bigcroer C] Swe | %-2Y-BS 
ZPase ADDRES: 
BGS WEST-MIN STEK MD 
oa — 4 
22 2 £ 3 23a. “BURIAL, CREMATION, 230. OATE THEREOF ‘3c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (city, town or county) ‘Gtate) 
o pecify) * a 
a uria 9/26/65 estminster Cemeter Westminster, Carrol 
Sea, REOD BY REGISTRAR | 250. Aopen 8 bk - 
VR AIS (4) EP 27 1966 sero 
15M 4-64 DATE $ aj 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after death. 


Page 4 may be retained by the hospital or attending physician. 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


, cremation, or removal, and in any 
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director, page 3 should be detached for use as the bi 
should be filed with the State Dept. of Health prior to buri 
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VR AIS (4) 
20M 1/65 


ies 58 CERTIFICATE OF DEATH 1D217 
2M 1. PLACE OF OEATH 2. USUAL RESIOENCE (Where deceased lived, If institution: Residence before admission) 
a a. COUNTY 5 stare b. couNTy wv 
eB Carroll MARYLAND ryland oward 
_ o's b. CITY OR TOWN (if outside corporate limits, c. LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
Bs g syite RURAL and give nearest town) 6 ; 
= 3 ykesville Ellicott City l3 4 
3 Be d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) || d. STREET ADDRESS 6. TS RESIDENCE 
=e=3G 4 
©8870 | Golden Age Nursing Home ,Buckhorn Road ves] nolX 
28= 3. name First Middie Last 4. pari Month Day Year 
3 
s< (ype or print) SALLIE B. DORSEY orate Sept. 12,1965 19 
5. SEX 6. COLOR OR RACE | 7, waRRIED [] NEVER MARRIED[—] | & DATE OF BIRTH SAGE (in ars TF UNDER A fe cH elt 
Ss lours: le 
Female White wiooweD [FX pivorceo[]| 12-11-1884 8d sat | | 


10a. USUAL OCCUPATION (Cive kind of work done UL. BIRTHPLACE (County & State, or foreign country) 
during most of working life, even If retired) 


lob. hoot ee OR 
At_Home North Carolina 


12. CITIZEN OF WHAT 
COUNTRY? 


13, FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
John King Mary Mustin 


15. WAS OECEASEO EVER IN U.S. ARMEOFORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 


No 


(Yes, no, or unkown) | (If yes give war or dates of service) None Mrs. Elizabeth Brunner, Mont 


18. CAUSE OF OEATH [Enter only one cause per line for g 


PART |. DEATH WAS CAUSEO BY: 
IMMEOIATE CAUSE (a) 


/ DUE TO 
Cenditions, If any, which (b) 
gave rise to Immediate 
cause (a), stating the DUE TO 
underlying cause last. () 


PART II. OTHER SIGNIFICANT CONOITIONS CONTRIGUTINGS 


19. WAS AUTOPSY 
PERFORMEO? 


ves] no(] 


RELATED TO THE TERMINAL DISEA E CONDITION r EN IN PART 


20a. ACCIOENT WAS UNOERLYING aay 20b. DESCRIBE HOW INJURY OCCURREO. (Enter nature of injury tn Part ( or Part II of Item 18.) 


OR CONTRIBUTING [3 CAUSE OF DI 
(IF EITHER, NOTI EQICAL EXAMINER) 


20c. TIME OF INJURY Month, Oay, Year | 20d. INJURY OCCURREO | 20e. PLACE OF INJURY (Homo, farm, 
Hour a.m, While Not White factory, street, office bidg., etc.) 
. 19 at work at work [J 


21. | certify that (I) (this hospigal) attended the decea: 
saw the deceased alive O54 Z 9 Ai 
22a. j 


20f. 


(City or town) (County) (State) 


MEDICAL CERTIFICATION 


cil 22b. DATE SICNED 


oe 
ATTENDING ee 
Bintcror C1 Pave 


23a. 


ew aE. 
ee 


Moto ‘OF CEMETERY OR CREMATORY | 23d. LOCATION (City, town or amr (State) 


1965 + Church Guilford, Md 


24. FUNERAL DIRECTOR ADDRESS 


F.C.Higinbothom, Ellicott City,Md 


25a. REC'D BY 4 194 25b. REGISTRAR’S SIGNATURE 


ove SEP 14 1965 [PF errlay Juctge 


= 
B 
Py 
ua 
o 
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TO HOSPITAL OR ATTENDING PHYSICIAN: The law re 


MARYLAND STATE DEPARTMENT OF HEALTH 
M Sekky OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


a CERTIFICATE OF DEATH i592 


1 i ae 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before is 


a 
a. STATE a b. COUNTY 
Carroll MARYLAND Maryland 
b. CITY OR TOWN (if outside comporste limits, | g. LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate IImits, write RURAL and give nearest town) 


___ write RURAL and give nearest town) 0 8 
Sykesville da Baltimore #21215 Lae 


oe es) 6 REECE 
d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give stréet address) || d. STREET ADDRESS 6937 Gle . 6. IS RES! tag 


Pages 1 and 2 


papers. 
‘event, within 72 hours after deat 


hts Ave} ona FARM? 
Springfield State Hospital RXR eee. yes{_] No 
3. NAME OF First middie , [4 oA Day Year 
(ype or print) Erma Helen Hejduk URHAM DEATH sept 26, 1965 
5. SEX 6. COLOR OR RACE) 7, MARRIED [-) NEVER MARRIED [-]| & DATE OF BIRTH 9. AGE (In years | FUNDER 1 YEAR |IF UNOER 24 HRS, 


last birthday) Months | Days | Hours | Min. 
female white WIDOWED fr] olvorced[]] _};-13~-1902 63 yrs. 


10a. USUAL OCCUPATION (el Kind of work done| 10b. KINO OF BUSINESS OR II. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
during most of working life, even If retired) INDUSTRY COUNTRY? 


Cook Ohio Lge. Aes 
13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 


mpletely filled in by the funeral 


carbon 


lease’ 
and in 


sic 
f 


John liejduk = dec. Marv Ce 
15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 
(Yes, no, or unkown) | (Ifyes glve war or dates of service) 5 4 p L. " 
no XX 216-o0l- springfield State Mospital Records 
18, CAUSE OF DEATH [Enter only one cause per line for (a), (0), and (c).J INTERVAL BETWEEN 
PART |, DEATH WAS CAUSED BY: ‘fragt E : ee AReDEST 
_ IMMEDIATE CAUSE (a) 12] pha r ’ h 8 
fest DUE To 
Conditions, If any, which (b), innarlLensive V C > ise years 
gave rise to Immediate 
cause (a), stating the DUE TO 
underlying cause last. (o) 
PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED T0 THE TERMINAL DISEASE CONDITIONGIVENINPART 1(a) (19. WAS AUTOPSY 
CBs a * eyo i Forvy other than cerebral PERFORMED? 
ipheriosclercsis ssvchoti - ed yes [] No Ex] 
10a. ACCIDENT WAS UNOERLYING 20b, DESCRIBE HOW INJURY OCCURREO. (Enter nature of Injury In Part | or Part II of Item 18.) 


2 
OR CONTRIBUTING [1] CAUSE OF 0! 
(IF EITHER, NOTI IEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 200. PLACE OF INJURY (Home, farm,| 20f. (Clty or town) (County) (State) 
Hour am. while factory, street, office bidg., etc.) 


Not While 
AA 19 at work[_] at work (_] 
21. 1 certify that (I) (this hospital) attended the deceased from__1L1-3-63 , 19__,to_2 G_, 19__, that (I) (we) last 


saw the deceased alive on__2-2°- 19____, and that death occurred at 2 $M, from th causes and on the date stated above. 
| 225, DATE SIGNED 


22a. SIGHATURE 
ATTENDING MED. STAFF 
tL pu Ll Ceszt, Mo, PHYS. (1 _pirector C]_PHYs. 
221 ra aS il 22d. ADDRESS i rin ld + 
e A = x ar 1) L " AG 
i! Meustin del Campo, M.D, vicesville, Mary 
23a. BURIAL, CREMATION, 2ab. DATE THEREOF 3c. NAME OF CEMETERY OR CREMATORY 2ad. LOCATION (City, town or county) Gtate) 
eval (specify) é 
uria 9/29/65 Western Cemetery Baltimore, Maryland 
24. FUNERAL DIRECTOR ADDRESS 21229 | 25a. RECD BY a oe REGISTRAR’S SIGNATURE 


DEP Seda) 
VEDAS Hubbard Funeral Home 4107 Wilkens Avenue oare SEP 28 19 "aaa? 0 oom 


ing p 


transit permit. Then 


cremation, or removal 


I, 


al 


should be filed with the State Dept. of Health prior to bur 


Tal 


After this certificate has been signed by the attend 
MEDICAL CERTIFICATION 


— 


Page 4 may be retained by the hospital or attending physician. 


TO FUNERAL DIRECTOR: 
director, page 3 should be detached for use as the bur 


15M 4-64 


@ + \y 
TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after A 


=" 


Page 4 may be retained by the hospital or attending physician. 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


11UR52 CERTIFICATE OF DEATH 19219 


= 

Ss: 1. eT ie 2. USUAL RESIDENCE (Where deceased irae If institution: Residence before admission) 
= . 

2, j " G MARYLAND 

ba b. SITY OR TOWN (if outsl jorate limits, ¢, LENGTH OF STAY IN 1b 

BS write RURAL and give ngarest town) 


1M) fF is 
d. NAME GF HOSPITAL OR INSTITUTION 


if not In hospital, give 


. @. IS RESIDENCE 
address) |} d. STREET ADDRESS ARMY 


in 
papers. 
t, within 72 hours after deat 


lease remove carbon 
(“) 
or 


yes] noe 
NAME OF 
DECEASED 


2 ast 4. pate Month Day Year 
(Type or print) K. Fel en Feh) > DEATH Gg ay 96S 
» SEX . COLOR DI OF BIRTH 9. AGE rh pear TF UNDER 1 YEAR |IF UNDER 24 HRS. 


CE | 7, MARRIED NEVER MARRIED hs ots Bae Hows | i 
Va Ww WiDDWED [_] DIVORCED | igi é 
108. US! SE IC eee 10b. 1, BIRTHPLACE ( 


irst Middle 


hysician and completely filled 


2 
5 
£ ND OF BUSINESS OR fag ae TIE 
a dur, fg, eyen If retl (oo 
= y Hn J 
5 
=e yf y, 
Ee5 ON? £7 2. wh 
2,5 15. WAS DECEASED EV 1, S.A RC 10, SOCIAL SECURITY NO. A 
£E S (Yes, no, siupkown) | (If ood = 
=e 
ease es 
SL% 8." CAUSE OF Mis = ae TEnter only one cause per line for (a), (b), and Gi i INTERVAL SETWEEN 
Bee PART I. DEATH WAS CAUSED BY: C L/, 3 + nee RL 
wes “IMMEDIATE CAUSE (a) VEESTIVE EALT FRILL RE bt 
oa , 


43 xX DUE TO : 
Conditions, If any, which (PE fe TEW SIE SPEER SCL gre 
gave rise to Immediate ey LLYE & =: — 
ceuse (a), stating the 


655 
Sos 
2s. , ~ m= lyn 
ine underlying cause last, oy. C-R DIO VRC CUVEWRR LU SEL SE VEEP HRS 
=oL & | PARTI1. DTHER SIGNIFICANT CDNDITIONS CONTRIBUTING TD DEATH BUT NDT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN INPART1(a)  |19. WAS AUTDFSY 
28 E ae a 
B28 0 fs “Di ApBETES MELLITUS ves] No fo 
sez = | 20a, ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part Il of Item 18.) 
Eu & | OR CONTRIBUTING [] CAUSE OF DEATH 
S22 © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
2238 = |20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED |200. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
Lee 5 Hour a.m. While Not While factory, street, office bldg., etc.) 
£28 = .m. 19 at work[_] at work , 
= 2 21. 1 certify that (I) (this hospital) attended the deceased from 2 _, 1995 to , 19____, that_(I) (we) last 

é 
cea al oy uy seed alive on__ 7/28 1965", and that death pecurred a Ea |, from the causes and on the ¢ date stated above. 
Soe ke; 22b. DATE SIGNED 
mo = y 
= ATTENDING ED. STAFF 
583 ; pee Mo.  Biktctor C1 Pave, F/[2e 

ae | Ze ly ADDRESS 
er) “NAME (Type) 

ees 
mes URIAL, CREMATION,| 2p. DTE JHE Ven . NAME OF CEMETERY : GREP AYORY 23d. vo TION ny , town oF co} Gtate) 

2 ee pes 
oun oe pegity) 
- e hi WOU, LX: a 


AZ Feund 
Wz ADDRESS 25a: REC'D BY ‘Xe ISTRAR Ie Rg spelt Ae Sn JATUR 
twa f suelo wp bb or Lentliiy > AS LAT La oeJCT 1196p ferebrg 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, mo o2 


aug” J 17853 CERTIFICATE OF DEATH vzefy 
ors 
fe o~ 1. PLACE DF DEATH 2. USUAL RESIDENCE (Where deceased lived, If Institution: fuiaeat before atimission) 
ae sean: a, STATE b, COUNTY 
ue Carroll MARYLAND Maryland 
2 gs b. CITY OR TOWN (If outside Spots, Iimits, c. LENGTH OF STAY IN Ib || c. CITY OR TOWN (If outside corporate fimits, write RURAL and give nearest town) 
BEe write RURAL and give nearest town! 
= 3 ural--Sykesville By. 10m. 4d.|| Baltimore : a} 
3 ga d. NAME OF HOSPITAL OR INSTITUTION (If not In hospital, glve street address) || d. STREET ADDRESS e. Sees 
ae 
eas )5 | Springfield State Hospital 1200 Valley Street ves] no B 
3 3s 3. eH a First Middle Last 4. DATE Month Day Year 

: ype or print) Isabelle 2 Finn DEATH 9 21 1965 

5. SEX 6. GOLOR OR RACE 7, MARRIED [-] NEVER MARRIED [] | ® DATE OF BIRTH 9, AGE (In years 


Months | Days | Hours | Min. 


TFUNDER1? al UNDER 24 HRS, 


> st birthday) 
ee female white WIDOWED oivorcen[]| 20/31/82 82 yrs. 
c_ 10a. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR 1L. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
sg 2 during most of working Ilfe, aven If retired) INDUSTRY COUNTRY? 
Zs housekeeper Ireland 
Be 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
PE unknown unknown 
= w 15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 
£2 (Yes, no, or unkown) |(Ifyes give war or dates of service) 
2 S no none Springfield Hospital records--Sykesville 
£2 18. CAUSE OF DEATH [Enter only one cause per IIne for (a), (b), and (c).] Be a a 
> 
25 PART | DEATH MEDIATE CAUSE (2) Cardiac failure “aays 
5 + DUE TO 
Conditions, If any, which w__Arteriosclerotic cardiovaséular disease years 


gave rise to Immediate 
cause (a), stating the ¢ DUE TO 
underlying cause last. (c). 


3 ooh de eee eee en iu diaeeke with, ware otis. 19. Was AUTRPSY 
E ae with s¢ ai. w cho 

ed 3 Chronic brain tYpirome ve senile brain sease psy ‘dll fe Ty NO] 
i { 20a, ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury In Part I or Part It of Item 18.) 
$5 | OR CONTRIBUTING [] CAUSE OF DEATH 
© | (IF EITHER, NOTI EDICAL EXAMINER) 
z 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
r= Hour a.m. While oN While factory, street, office bidg., etc.) 
8 
= = at work L_] at work O 


22b. DATE SIGNED 
5 STAFF 
Pv “Sy Bingcror 1 Bays, 9/21/6: 
22d. ADDRESS Springfield State Hosp 
23d ay, ¥ town or county) (State) 


BURIAL, CREMATION, 230. AS > |Z NAME OF CEMETERY 
REMOV he ) 
LL ok 
q. j R 25a. REC'D BY REGISTRAR i. 25D. A ney 


at 
PHYSICIAN’S~ 
NAME (Type) 


22c. 


Page 4 may be retained by the hospital or attending physician. 


TO FUNERAL DIRECTOR: After this certificate has been si 


CREMATORY. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within i hours after death. 
should be filed with the State Dept. of Health prior to burlal, cremation, or removal, and in any Eve 


director, page 3 should be detached for use as the bur 


» Ooo kab tonSEP 23 196 


VR ALS (4) 
15M 4-64 


et 


Pages 1 and 
hours after deat! 


tely filled in by the funeral 


irbon papers. 


ed by the attending physician at 
transit permit. Then please re 


Page 4 may be retained by the hospital or attending physician. 


TO FUNERAL DIRECTOR: After this certificate has been si 


director, page 3 should be detached for use as the bi p } np 
should be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any event, within 72 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within ‘ hours after death. 


VR A15 (4) 
15M 4-64 


‘Z 


‘) 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAN 


| 12854 CERTIFICATE OF DEATH jo225 


1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 
= COUNT a. STATE b. COUNTY 


Carroll MARYLAND Ma ry] and Ste Mary's_ 
b. CITY OR TOWN (if outside corporate limits, c. LENGTH OF STAY IN 1b || c. CITY OR TOWN (if outside corporate limits, write RURAL end give nearest town) 


write RURAL and give nearest town) 


Sykesville 8 e3m0s el « Leonardtown (\f 4- # 
d. NAME OF HOSPITAL OR INSTITUTION (If not in hospital, give street address) || d. STREET ADDRESS @. 18 RESIDENCE 
Serine TievaS kate eae! ON A FARM? 
pringfie ate Hospital |. atts ves) nol 
3. NAME OF F Y 
DECEASED First Middle Last 4, Ups Month Day ear 
ype or print) JOSEPH (NMN). FORD DEATH September 1 19 6 
5. SEX 6. COLOR OR RACE | 7, MARRIED [—] NEVER MARRIED 8. DATE OF BIRTH %. AGE (in years |IFUNDER 1 YEAR|IF UNDER 24 HRS. 
_ be TA) NEVER MARR e birthdey) Months | Days | Hours | Min. 
Male White wipoweD {7} pivorced[]| 12-28-02 yrs. 
0a. USUAL OCCUPATION (Give kind of workdone| 10b. KIND OF BUSINESS OR IL BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
during most of working life, even If retired) INDUSTRY COUNTRY? 
one Maryland Se 
13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
Joseph W. Ford Catherine Estelle Hayden 
15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16, SOCIALSECURITYNO. | 17. INFORMANT ‘Address 
(¥es, no, or unkown) ag ae ap 
No Unk. Records, Springfield State Hospital 
18. CAUSE OF DEATH [Enter only one cause per Ilne for (a), (b), and (c).7 -{NTERVAL BETWEEN 
PART |, DEATH WAS GAUSED BY: Sept ieauh 7 eeiraet AUD DENT 
Lae IMMEDIATE CAUSE (a) YEDELCEMLA Jays 
/ if DUE TO ie = utidntt 
Conditions, if any, which a Large Infected Bedsores M¢nth 


gave rise to Immediate DUE TO 
cause (a), stating the . . 1 a. Day 
underlying cause last, @__terminal Bronchopnewnoniz ys 


& | PARTI. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVENIN PART 1(a) 19. WAS AUTOPSY 
§|CBS assoc. with convulsive disorder, with psychotic reaction. Mental ves} No R] 
= fa. UN 20D. IBE HOW INJURY OCCURRED. (Enter nature of Injury in Part | or Part II of Item 18.) < 
§§ | OR CONTRIBUTING CAUSE OF DEATH 
© | (IF EITHER, NOTIFY MEDICAL EXAMINER)| 
2 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20¢. PLACE OF INJURY (Home, farm,| 20f. (Clty or town) (County) (State) 
= factory, street, office bide., etc.) 
8 see Bow ii While, — Not While pel tie ABC 
= un 19 at work] at work im 
21. | certify that ()) (this hospital) afin the deceased from S=17=51 » ats 1-65 _, 19__, that (1) (we) last 
saw the deceased alive on___7"-"0> _19/.__, and that death occurred tlll@ ffom the causes and on the date stated above. 
TGNAT v | % DATE SIGNED. Y, 4 
ATTENDING MED. STAFF 
GLbe, he WM AMAL » wo. Fs’ Diktotor C1 Privs. lo a” SH 
2297 PHYSICIAN’S _ 3 22d. ADDRESS Ss ‘in: field State Ho Lt: 1L 
NAME (Type) Pring. spita, 
“re Agustin del Campof M. D ke a, Maryland 
f 3 Fe eae F, par ire 
23a.” BURIAL, CREMATION,| 23b. DATE THEREOF 23, NAO Le OE SRY 2Feekhs Lael egefapy county) (State) 
Bere cream Hen $. 19% XX | Man 3 
25D. REGISTRAR’S SIGNATURE 


oa REC'D BY REGISTRAR 


SeeP fi 1965|_ 7° erly Nace 


R- ADDRESS 
happy [gl a 


TO HOSPITAL OR ATTENDING PHYSICIAN: The !aw requires that the death certificate be executed within 24 hours after death. 


Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician an 


cok 
fter deatlf z 


ely filled in by the funeral 
jon papers. Pages 1 and 


should be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any event, within 72 hours a 


director, page 3 should be detached for use as the burial-transit permit. Then please remo 


VR AIS (4) y 


20M 1/65 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 15999 


1, 


PLACE OF DEATH 7 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admission) 


pee CAR Kak a) MARYLAND gee bd = a ALR J CshL 


b. CITY OR TOWN AR & Ke ny crate limits, c. LENGTH OF STAY IN 1b || c. CITY OR TOWN IRE corporate limits, writs RURAL and give nearest town) 


Ive tear Z = 
Seba ra = (if not In Mee eae az STREET SY =SV/ z Z £ 
PullLEV NORSIVE HAE 


®. 1S RESIOENCE 
ON A FARM? 


ves [] no 


3. NAME OF First Middle ay 4, DATE Month Day Year 
OECEASED OF 
(Type or print) (SB ] AO as OEATH Sept. 2a, 1963 
5. SEX 


7: MARRIED [7] NEVER MARRIED . DATE Le Sa 9. AGE (In! years [1F UNDER 1 YEAR |IF UNOER 24 HRS, 
ia] Oo last birthday) aren Days Min. 


WIDOWEO [Z}—~__DivorcED “eye Ss LEER yrs. 


6. COLOR os 


WHITE 


10a, Abe | (Give kind of work done 


durjng mo; ey ee even If retired) 


10b. KINO OF BUSINESS OR 11. BIRTHPLACE (County & State, or foreign country) 


"STORE | MARV LAAD 


12. CITIZEN OF WHAT 


MS, &-. 


‘oA FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


O/ITAS rae yotAnwA Dae tess 


15. WAS OECEASEOEVER INU.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT agress 1 FF - 
(Yes, no, 9 upkown) | (if yes olve war or dates of service) - By / 
WL = 2 B1-L) 98 yp RALPH B. Sit db, ; 
18. CAUSE OF DEATH [Enter only one Cause per line for (a), (b), and (c).] eet, ids 
PART 1, DEATH WAS CAUSED BY: i 
IMMEDIATE GAUSE (a) _COTOnary thrombosis 
eof DUE TO 
Cenditions, if any, which _Arterioscleratic heart disease Sept, 8,'65 


MEDICAL CERTIFICATION 


gave rise to Immediate 
cause (a), stating the ( OUE TO 
underlying cause last. 


Sept. 27,65 


PART II. OTHER SIGNIFICANT CONOITIONS CONTRIBUTING TO DEATH BUT NOTRELATED TO THE TERMINAL DISEASE CONDITIONGIVEN IN PART 1{a) 19. WAS AUTOPSY 
Yes[] No} 
20a. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part Il of Item 18.) 
OR CONTRIBUTING (] CAUSE OF OEATH 
(IF ENTHER, NOTIFY MEOICAL EXAMINER) 
20c. TIME OF INJURY Month, Oay, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
Hour a.m. while Not While factory, street, office bidg., etc.) , 
p.m. 19 at work at work 
21. | certify that (1) (this hospital) attended the deceased from_Sept. 8 1965. to_Septe 27, 19 65, that (I) (we) last 
saw the deceased alive o! 7 1965 _, and that death occurred at¥.#¢d M, from the causes and on the date stated above. 
22a. SIGNATURE : "i ‘2b. OATE SIGNEO 
ATTENOING MEO. STAFF 
a M.D. PHYS. uw DIRECTOR a bis, (| Sept. 28, 1965 
2c. PHYSICIAN'S 


22d. ADDRES 
NAME (ype) Howard E. Hall, M.D. | 


__ He 


23a. 


BURIAL, Ligon | o DATE THEREOF 23¢. NAME OF CEMETERY OR C; LOCATION felty, town or county) (State) 
Hapidae 7-30-65 | WEW Cathe ppe| Basripage [ap 


AGOR ESS 


SEP 30 196 ; * fllerks |GNATURE 


® 


ours after death. 


TO HOSPITAL OR ATTENOING PHYSICIAN: 


The law requires that the death certificate he executed within ‘ h 


Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL OIRECTOR: After this certificate has been signed by the attending physician and c 


ompletely filled in by the funeral 
papers. Pages 1 ai 
hin 72 hours after 


‘S) 


lease remove 


led with the State Dept. of Health prior to burial, cremation, or removal, and in any e 


director, page 3 should be detached for use as the burial-transit permit. Then 


should be fi 


VR A15 (4) 
15M 4-64 


. MARYLAND STATE DEPARTMENT OF HEALTH 
* DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


Se, +t = 
1725: CERTIFICATE OF DEATH joges 
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 
a. COUNTY a. STATE b. COUNTY 
Carroll MARYLAND Maryl and Monte onary. 
b. CITY OR TOWN (if outside pemnarete limits, c. LENGTH OF STAY IN ib || ¢. CITY OR TOWN (if outside corporate limits, write RURAL end Blve nearest town) 
write RURAL and give nearest town) me “3 
Sykesville infrs elmo.l2days Rockville SEX 
, NAME OF HOSPITAL OR INSTITUTION (If not in hospital, glve street address) || d. STREET ADDRESS ® i AVR ae 
Springfield State Hospital Montrose Road yes] not 
3. pul Bote First Middle Last 4. pre Month Day Year 
(ype oF print) ARTHUR PAUL GORMAN Death SEPTEMBER 8, 19 65 
5. SEX 6. COLOR OR RACE 17, aRRIED [] NEVER MARRIED gr] | & DATE OF BIRTH 9. AGE (In years] IF UNDER 1 YEAR |IF UNDER 24 HRS, 
; st birthday) | wonths | D: Hours | Min. 
Male White wipowe [] pivorceo[]| 1-9-0, i eae |e 
102, USUAL OCCUPATION (Give Kind of work done] 10b. KIND OF BUSINESS OR TI. BIRTHPLACE (County & State, or forelon country) | 12. CITIZEN OF WHAT 
during most of working life, even If retired) INDUSTRY COUNTRY? 
Streetcar conductor Washington, D.C. USA. 
13. FATHER’S NAME T4, MOTHER'S MAIDEN NAME 
William Goman Mary G. Collins 
GB, RASDECEASED FVERIN U'S: ARMED FORCES? ) 16. SOCTALSECURITYNO. [ 17. INFORMANT ‘Address 
ffo 78-10-65), Records, Springfield State Hospital 
18. CAUSE OF DEATH [Enter only one cause per IIne for (a), (b), and (c).] eT ey 
PART I. DEATH WAS CAUSED BY: 
: IMMEDIATE CAUSE ()_ Sept icemia wee 
2p | 
S7E X DUE TO 
Conditions, if any, which )___infected bed sores Weeks 


gave rise to immediate 
cause (a), stating the DUE TO 
underlying cause fast, 


O) 

PART IT. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUTNOT RELATED TO JHE TERMINAL DISEASE CONDITIONGIVEN INPART2{a) |19. WAS ‘AUTOPSY 
onie brain Syndr ome With cerebral arteri ose erosis, wien psyenotiec PERFORMED? 

reaction yes] No Eg 


20a. ACCIDENT WAS UNDERLYING 
OR CONTRIBUTING [) CAUSE OF DEATH 
(IF EITHER, NOTI! EDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
Hour While Not While factory, street, office bidg., etc.) 
p.m. 19 at work} at work [| 
21. | certify that (!) (this hospital) attended the deceased from_7=26-61 _, Abr29 tg o=Babo—. 19___, that (I) (we) last 
; 


saw the deceased alive on. cS 9_____, and that death occurred ai the causes and on the date stated above, 
2a. SIGNATURE 22b. DATE SIGNED 


(CLAIM (4 wo. RB" Non CME CR] 95-65 
eee TAME hype) Geto Un M.D. a appresS Springfield State Hospital 


20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part I or Part II of Item 18.) 


MEDICAL CERTIFICATION 


23d. LOCATION (Clty, town or county) (State) 


Washington, D,C, 


2a. BURIAL, CREMATION, 230, DATE THEREOF | 23c. NAME OF CEMETERY OR CREMATORY 
REMQMAG saeclY) | 9/11/65 | Mt. Olivet 


Tyson Wheeler Funeral Home 4332 Re¢k- ike, . 
ie 


24. FUNERAL DIRECTOR ADDRESS a REC'D BY 0 1964 25b. BEgIIKRIS Bice 
Wa) 
(Chtarlhrs \ 
= 


wrEP 10 196 tantly edge 


tou 


17857. 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
CERTIFICATE OF DEATH 


224 


LW Bae DEATH 
id 
Carroll 


MARYLAND 


2, USUAL RESIDENCE (Where daceesad lived, If institution: Residence before edmission) 
a, STATE b. COUNTY 


Maryland Carroll 


b. CITY OR TOWN (if outside corporate limits, 
write RURAL end give neerest fown) 


Woodbine Life 


¢. LENGTH OF STAY IN 1b 


¢. CITY OR ae {If outside corporete limifs, write RURAL end give neerast town) 


__Woodbine 


in 24 hours after 
id in by the funeral 


d. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give siraa! address) 


3. NAME OF 
DECEASED 
(Typa or print) 


First 


ANDREW qT. 


Middle 7 


GOSNELL 


1S RESIDENCE 
ON A FARM? 


d. STREET ADDRESS 


Lost 


bon papers. Pages 1 and 2 should 


5. SK 6. COLOR OR RACE) 7, saRRiED [] NEVER MARRIED] 


and completely 


e be executed wi 


male white wipowt [] __ivorceD [7] 


B. DATE OF BIRTH 9. AGE (In yaors 
last birthday) 


Dec. lon 1897 67 


IF UNDER 1 YEAR 


| Days Hours | Min. 


10a, USUAL OCCUPATION (Give kind of work 
done during most of working lifa, aven if ratired) 


ef a 


G) 


owner 


10b. KIND OF BUSINESS OR Erte n. 


BIRTHPLACE (atny & Stata, or foreign country) 12, CITIZEN OF WHAT COUNTRY? 


| Maryland 


13, FATHER’S NAME 


Thomas F. Gosnell 


and in any event, within 72 hours after death. 


14, MOTHER’S MAIDEN NAME 
Lurena M. Harrison 


1S. WAS DECEASED EVER IN U.S. ARMED FORCES? 
{Yes, no, or unkown) | (Ifyesgive warordatasofsarvie 
eee ee 


16. SOCIAL SECURITY NO. 


19-36-0987 


17. INFORMANT 


Willard F. _ Gosnell, same as Pp 


18. CAUSE OF DEATH [Entar only ona cause par line for (a), (b), and (e).) 
PART I. DEATH WAS CAUSED BY: 


nsit permit. Then please remove cai 


f DUE TO 
Conditions, if any, which 
gave risa to immadieta cause 
(2), stating the undarlying ~ PVE TO 
couse last, (e) 


|, cremation, or removal, 


IMMEDIATE CAUSE (o)_ Hepatic necrosis — 


(b}_Coma due to serum hepatitis 


Address 


7] INTERVAL BETWEEN 
ONSET AND DEATH 


|_June_1965_ 
9-13-65 


PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ve)| 19. WAS AUTOPSY 
Sell RUA e 


PERFORMED? 


Yes ASICs 


20e. ACCIDENT WAS UNDERLYING [) 
OP CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20b, DESCRIBE HOW INJURY OCCURRED. (Entar natura of injury in Part | or Part Il of itam 18.) 


20c. TIME OF INJURY 
Hour a.m, 
p.m. 19 


Month, Day, Yaar | 2Dd. INJURY OCCURRED 
While Not While 


at work [_] et work 


MEDICAL CERTIFICATION: 


saw the deceased alive on.Sept.....13... 


2De. PLACE OF INJURY {Hom 
factory, street, office bldg., 


21. | certify that (I) (this hospital) attended the deceased from.... June... 
1965... » and that death occurred a9 Po M, from the causes and on the date stated above. 


201. (City or town) {County) {Stete) 


, 196.5., that (1) (we) last 


22a. SIGNATURE 2 ah, a 


22b. DATE 


Q- 15~ re 


RNS 


WY oi DIRECTOR (a ms. oO 


22c, PHYSICIAN'S 
NAME (Type) 


} 


HOWARD _E. HALL 


22d. ADDRESS 


23a. BURIAL, CREMATION, | 23b. DATE THEREOF 23c. 


BURTAL | 9-16-1965 


‘oO 
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NAME OF CEMETERY OR CREMATORY 


Morgan Chapel _ 


23d. LOCATION we {State) 


Carroll Co, Maryland 


, lown oF Saal 


€ 
Hy 
me) 
= 
2 
8 
3 
ive 
2 
x 
as 
2 
= 
Sh 
a 
ta} 
a 
ae 
ie] 
E 
fa 
E 
Ps 
rd 
° 
= 
a 
5 
Be 
un 
fe) 
a 
ie} 
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°]24 FUNERAL DIRECTOR'S SIGNATURE ADDRESS 
ve ats (4) 1% 


2DM 5-63 


C.M.Waltz, Box 241, Svkesville,Md. 


FP 16 1965 Clerrbag Meee 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


: ia 
ogy \_ 11858 CERTIFICATE OF DEATH 15925 
223 “1, PLACE DF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission 
553 a. COUNTY 
ples a. STATE ALY: b. COUNTY 
ee MARYLANO AMD : 
s 3s b. CITY DR TOWN (if outside corporate lim ¢. LENGTH OF STAY IN 1b || c. CITY DR TOWN utside corporate limits, write RURAL and give nearest town) 
Bee write RURAL an ter Lacy 1 3 
ss es u o 2 al , 
=. £ 
2 ae |. NAME OF H ISTMUTION (if not In hospital, glve street address) |} d. STREET ADDRESS @. IS RESIDENCE 
SRD 7d. 3290 ON A FARM? 
Sas/ ! OODL A AD & yes] nol 
oS 3. NAME DF . DAT Mogth Dai Year 
S85 Deceaseo : tast 4. a y ; 
age ype or print)/ . D 
8 
Se = 5. SEX COLOR DR RACE | 7. MARRIED EVER MARRIED 8. DATE OF BIRTH 9. AGE sin eats Ju ae hay (aus as 
onths: ays Nu mn. 
} Femace Where | wivowen [2 __otvorce [-] Je. £ Y yrs. 
10a, USUAL OCCUPATION (Give Kind ofworkdone| 10b. KIND OF BUSINESS OR TL BIRPAPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
BS: ost of working life, a INDUSTRY SRA 
Bs SZEKECCE = ALTIMC?RE wd. 
ae 13-7 FATHER'S NAME 14. MOTHER'S MAIOEN NAME 
Be VAS Came EN ovis a Home S 
¥S 15. WAS DECEASED EVER INU.S. ARMED FDRCES? | 16. SOCIALSECURITYND. | 17, INFDRMANT Address 
2G (Yes, no, or unkown) " yes Dive war or dates of service) 4 seoare i iq Kecon (> 
25-42 AIS =2G-4/ MN nepleggen BAL Mo aro7 
= 18. CAUSE OF DEATH [Enter only one catise per line for (a), (b), (c).] INTBRYAL B a 
25 PART |. DEATH WAS CAUSED BY: 
s§ J} y) oy IMMEDIATE CAUS 
g 44 3X DUE TO 


Conditions, If any, which 
gave rise to Immediate 
cause (a), stating the DUE 19 
underlying cause last. 


al or attending physician. 


Ft PART I|. OTHER SIGNIFICANT CONDITIDNS CONTR f 8 INDITIONGIVEN INPART i(a) 19. ‘WAS AUTOPSY 
& Xz PERFORMED? 
s yes{] NO] 
= 2Da. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED, (Enter nature of Injury In Part | or Part 11 of [tem 18.) 

te | OR CONTRIBUTING [] CAUSE OF DEATH 

© | (IF EITHER, NOTIFY MEDICAL EXAMINER) 

z 20c. TIME DF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY(Home, farm,| 20f. (Clty or town) (County) (State) 
a Hour am. While Not While factory, street, office bldg., etc.) 

= p.m. at work at work 


19 


19 that (I) (we) last 


‘om the causes and on the date stated above, 
| 22b. DATE SIGNED 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after death. 


MED. STAFF 
oirector [] Puys. [1 
i) 


Mash se 
M.D. _ PHYS. 
MASTLIV ee ESS 
BURIAL, CREMATION, & DATE THEREOF NAME OF CEMETERY OR CREMATORY 23d,{DCATJON (City, town or county) (State) 
i LPTIO (465- UDNCId OK euey (KK ESUILLE, 
ADDRESS 25a, REC'D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 


rics Vawwrcn WSN Mo Stand ooBEP 21 1965) fOCere 


3s 
5S 
Ba 
2 

@ 
a 
s 
ae 
beat 

@ 
gs 
as 
ss 
= 
uo 
o 
oa 
88 
oO 
eS 
os 
| 
Ba 
Boe 
=e 
32 
oz 
oe 
3 
pak 
a= 
2 
gs 
eS 
=| 
£2 
Ca 


eS) 
rd 
g 
= 
S 
BO. 
a 
3 
2 
2 
3 
Ps 
2 
= 
= 
3 
a 
3 
2 
a 
5 
s 
$s 
3 
a 
g 
s 
2 
Be 
3 
8 
os 
3 
30 
Zo 
2 
BE 
ee ie 
= 
BS 
us 
} 
may4 
Sa 
8 
2o 
we 
45 
Sa 
c= 
= 
s 
= 
om 
Qg 
c 


VR AIS (4S 
2DM 1/65 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


41359 CERTIFICATE OF DEATH 15927 


1, ae 2. USUAL RESIDENCE (Where deceased lived, If institution: Resldence before admission) 


a. STATE b. COUNTY 
MARYLAND. 
b. CITY OR TOWN (if outside norparate limits, c. LENGTH OF STAY IN 1b ITY OR TOWN Af outside corporate limits, write RURAL and glvé nearest town) 
gZ write RURAL and give nearest town) = é | 30 } oo, 
d. NAME OF HOSPITAL OR TN ION (if not In hospital, give s! 


et address) 3 STREET AD! Ss @. Rae 

DtadniS Vator Cred: Dhrw— f ves} nol 
3. NAME OF Firs! Middle Last 4, DATE Year 

me LOLA de. CREEL E| tan Wis 


6. GOLOR OR RACE] 7, MarRiED B-NEVER MARRIED [-]| & DATE OF BIRTH 9. “AGE (I/vears [IFUNDER 1 YEAR IF UNDER 24 HRS. 


wipoweD [] DivoRcED {~} (if , LZ. (‘Z 


E (l 
LZ birthday) (Months | Days | Hours | Min. 
yrs. 
Oa. USUAL OCCUPATION AT oT ae 10b. Moe sess OR \CE (County & Stat®, or foreign country) | 12. CITIZEN OF WHAT 


in papers. Pages 1 anf 
ithin 72 hours after d 


etely filled in by the funera 


red) 


. . 


— 


iS DECEASED EVER IN U.S. ARMED FORCES? 
5, TO, or unkown) | (If yes give war or dates of service) 
Bes patie 


18. CAUSE OF DEATH [Enter only one cause INTERVAL BETWEEN 


PART I. DEATH WAS CAUSED BY: ONSET AND DEATH 
Kis IMMEDIATE GAUSE (a). 
ey y 


transit permit. Then please remg 
|, cremation, or removal, and in an: 


. f DUE TD 
Conditions, If any, which (b) 
gave rise to Immediate 

cause (a), stating the ( DUE TO 
underlying cause last. (OC) 


PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TODEATH BUT NOTRELATED TOTHE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a) | 19. BO aenT a 


yes[7] NO 


or attending physician. 


TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and 


20a, ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part I or Part II of Item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTI EDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20¢. PLACE OF INJURY (Home, farm,|] 20f. (City or town) (County) (State) 
Hour a.m. while Not While factory, street, office bidg., etc.) 


p.m. at workL_] at work [1] 


21. | certify that (1) (this hospital) attended the deceased fro 1945, to. 19%, that (1) (we) last 
saw the deceased alive on. Ea 965 and that death occ Tred afZ32AM, trom fhe causes and on the date stated above. 
- 22, DATE SIG 
mo. SHV NS cron 0 Bs. n! = LF 
| 22d. ADDR’ 


VAX 2 Marv WES "a0 © ty cad, 


23a. seve geet | 77 DATE Wi 23¢. ME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town oy county) (State) 
a al . 
iL 


REMOVAT: (Specify) wes Vig fe 

C Bepaek: TRECTOR ADDRESS Y REGISTRAR | 25D. Sotég! he : 
4 aad 

VR A15 (4) -$- . Le taybey 

15M 4-64 \\ A 2 Leghpe prs NLD allow 


MEDICAL CERTIFICATION 
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director, page 3 should be detached for use as the bu 
should be filed with the State Dept. of Health prior to bu’ 


Page 4 may be retained by the hosp 
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TO HOSPITAL OR ATTENDING PHYSIC 


— 
thin q hours after death. 


2 


y filled in by the funeral 
papers. Pages 1 and 2 


and in any event, within 72 hours after death/ 


tel 


lease remove carbon 


ificate has been signed by the attending physician and 


| or attending physician. 
director, page 3 should be detached for use as the burial-transit permit. Then p' 


IAN: The law requires that the death certificate be exec 


d with the State Dept. of Health prior te burial, cremation, or removal, 


Page 4 may be retained by the hos, 
TO FUNERAL DIRECTOR: After this certi 


should be file 


VR A15 (4) 
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MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


P « 
CERTIFICATE OF DEATH 15225 

1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admission) 

a oR 11 Beye b. COUNTY 

arro MARYLAND yland arroll 
b, CITY OR TOWN (if outside corporate limits, ¢. LENGTH OF STAY IN 1b || c. CITY OR ras (if outside corporate limits, write RURAL and glve nearest town) 
write RURAL and give nearest town) \ 
Westminster 6 days {Rural - Hampstead 


d. NAME OF HOSPITAL OR INSTITUTION (If not In hospital, give street address) || d. STREET ADDRESS 
] 


name 
Carroll County General 


vesL] nol 


3. NAME OF First Middle Last 4. DATE Month Day Year 
Cpecrprin) CLAUDE A. HANN DEATH a S365 
5. SEX 3, COLOR OR RACE | 7, MARRIED EX) NEVER MARRIED|—]| 8 DATE OF BIRTH 9. AGE (In years |IFUNDER 1 YEAR|IF UNDER 24HRS, 
M W O 88 ae Itt peut} Days | Hours Min. 
winoweo[] _bivorceo]jAug. 22, 1889 


10a. USUAL OCCUPATION Weve kind of work done 11. BIRTHPLACE (County & State, or foreipn at) 


10b. KIND OF BUSINESS OR 
during most of working life, even If retired) INDUSTRY 


12. CITIZEN OF WHAT 
COUNTRY? 


MEDICAL CERTIFICATION 


Maryland 
13. FATHER’S NAME 14. MOTHER’S MAIDEN NAME 
Samuel Hann Emma Snyder 
as ur PEGERBED ane EY ae 16. SOCIAL SECURITYNO. | 17. INFORMANT Address 
My i 
no 217-01-670 Mrs, Bertha Hann Hampstead RD2, Md 
18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).] yeaa an 


PT MOMMY Kuemonee) RTELECTOS!S a> EDEMh Be duet 


DUE TO » 
Conditions, if any, which LA PRAL Y 77. ZLLEC. > 3 
gave rise to Immediate < S 


cause (a), stating the DUE . a 
underlying cause last. () eis ECETROL VTE IN BALAWECE 
PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOTRELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a) 


—Teevsvuretwea Keceotion 24 Te. FeosTare 
20a. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part I or Part I! of Item 18.) 
OR We we Tah yey ee OF DEATH 
(IF EITHER, NOTH: JEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year 


Hour a.m. While — Not While , 
p.m, 19 at work oO at work | 


21, | certify that (I) (this cyinigther’'y, ap attended the com from. a 1968 it —_, 19. 5, that (1) (we) last 
eel the, deceased alive ol weiss cae te and that death occurred tM, from the causes and on the date stated above. 


a, a 3 eye: DATE SIGH 
/ ATTENDING MED. STAFF 
Al Co) Mp, Phys. 1 irector [_] Puys. (1) (AES 
geet 22d, ADDRESS 
NAME (Type) 


19. WAS AUTOPSY 
PERFORMED? 
YES no [7] 


20d. INJURY OCCURRED 


200. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
factory, street, office bidg., etc.) 


23a. BURIAL, CREMATION,| 23D. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (Gtate) 
R Movs (se city) 


Tipton-Eline H ampstead, Mde 


Brerd Manchester Ma 
24, FUNERAL DIRECTOR BS 1965 Hanehes ter 25a. CEP | P10 1905 PBAGISTRAR imc 
ne? 


‘a ———. cn ) ae a ? 
| MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
7 11863 228 
—- 1862 CERTIFICATE OF DEATH nag: biinee J ODE 
2 3 ¥ 1. PLAGE OF = 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
Ss 8 °. b. COUNTY 
. iM Akko! MARrLAND [prey lan CARRS 
= Be b. CITY OR TOWN a outside corporote limits, write [c. LENGTH OF STAY IN Ib || c. CITY OR TOWN ( e corporote limits, write RURAL and give nearest Lown) 
3 s Be) URAL ond give nearest Le) . oe 
3 i a Rote Sykesville 
= 22 d. NAME OF HOSP! y 4. a ADDRESS e, IS RESIDENCE 
Sa OR INSTITUTION / ‘ In A ve ON A FARM? 
* \ a / j 
:5@: y f ie ur ‘ ves] NO @ 
=o | ]3. NAME OF First ia E ) lost 4. DATE “ Manth 2 Doy Yeor 
& ‘ (Type or print) | Cg BiatH ec +, Z wes” 
qn F 9. AGE If UNDER 1 ¥£AR] IF UNDER 24 HRS. 
é 5. i) 6. ray OR RACE +7. MARRIED} ee MARRIED [[] | 8. DATE OF BIRTH ue inher) os < nes 
Np (o 2 |wivowen [& pivorceo ASG. } g ily 87 ym. vcd 9 ical lac . 
100. USUAL OCCUPATION (Give hy of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) : dD 
i Ed wee Dows US 
13, FATHER’ = NAME 14. MOTHER’ s wee NAME 
FsAane TE ‘ Réodes 


*. WAS head as IN U, S. ARMED FORGES? 72 SOCIAL SECURITY NO. | 17. INFORMANT P Address 
ie 7% UH pe ge wero eet of vice ; < a /. 
AIZ-g9- Ye. [17 Hedges - Sykes yille. 


18. a ‘OF DEATH [Enter only one couse z line for (0), (b). ond = INTERVAL SETWEEN 


ONSET AND DEATH. 
PART DEATH was causep BY: ( Ja 5 - : 
IMMEDIATE CAUSE (0 ROUL LEG 


DUE TO 


Conditions, if ony, which ® 
gove rise to immediote 

cotse (0), stoting the under ( OUETO 
tying couse lost. re) 


Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o)| 19. WAS AUTOPSY 
ves] NO 
0a. ACCIDENT WAS UNDERLYING []_— | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port or Port Il of item 18.) 

R CONTRIBUTING LY CAUSE OF DEATH 
IF EITHER, NOTIFY MEDICAL EXAMINER) 

20c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, 1 20f. (City or town) (County) (State) 

Hour o. m. While Not while foctory, street, office bidg., etc.| dt; 
Pom. 19 jot work [J of work [ 


21. | certify that attendedshe deceased from.__ Ze LLA..., 19%64_, to. Y, (223 .. 1%2-— that | last saw the deceased 
olive on___Z_, 2 a aaes AOE ira, and thot death occurred ot_4. '_(AM, fram the causes and an the date stated abave. 


Then please remave carban papers. 


the registrar priar ta burial, crematian, ar remaval, and in any event within 72 haurs after death. 


On 


MEDICAL CERTIFICATION, 


i haspital ar attending physician. 
IR: After this certificate has been signed by the attending physician and campletely filled 


~< TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed wi 
page 3 shauld be detached far use as the burial-transit permit. 


ADDRESS {Sireet, city or town, stote) DATE iy D 
ACTUAL if E 
z SIGNAT MY ee a ee 
a ? ; fie —_— 
a PHYSICIAN'S Ln ba. Fe SAK ‘ Ae Ug 
& < NAME (Type) V/V] q 2A by 
a eee 
SY 720. BURIAL CREMATION, % DATE THEREOF ‘ac. NAME OF CEMETERY ot CREMATORY Zid. TOCATION (Ci, town, oF county) (tote) 
=P eS i pecify) 9- be be; , i 
E a a - os: Me rede, ee Cl 
e R ‘ADORE 3 * faa. FD 5 ee 2Ab. REGISTRAR'S SIGNATURE 
p 
SAS (4! ys ee a eer abo 
eM o/s \ Md earthy As 


1 


Pages 1~and 2 


i completely filled in by the funerai 


jove carbon papers. 


The law requires that the death certificate be executed withi @ hours after death. 


ficate has been signed by the attending phys; 


should be detached for use as the burial-transit permit. Then 


VR A15 (4) 
15M 4-64 


ény event, within 72 hours aft death, } 


. of Health prior to burial, cremation, or removal 


[ 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 10229 
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admission) 
aU wt a. STATE b.COUNTY Jv 
All, MARYLAND , Redbtinuande. 
b. CITY OR TOWN (If outside corporate limits, ¢. LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
write RURAL and glve nearest town) g : 
Sykesvi lle 28yrs.lmnos.1dy. Bathnur 3001-4 
d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street eddress) || d. STREET ADDRESS e. GRO annn 
ae i \ 
Spring hel ‘ale Hop tat , Ua bis S. Retin St ves[}_nof] 
3. i ae First Middle Last 4. oe Month Day Year 
(Type or print) CHARLES (wEuHA usek, FENER DEATH SEPT- (oO 1965 
5. SEX 6. COLOR OR RACE | 7, MARRIED [_] NEVER MARRIED[o| 8 DATE OF BIRTH 8. AGE (ih years [IF UNDER YEAR IF UNDER 24 HRS, 
_ j = ay) | Months | D: Hi Min. 
Mate WHITE wipowen [] vivorceo[]| & | th | 1398 | Se jon! | jays | Hours | 
10a. USUAL OCCUPATION (Glve kind of workdone| 10b. KIND OF BUSINESS OR TL. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
during most of working life, even If retired) INDUSTRY COUNTRY? 
Laborer D4, Usa 
13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
WILL AR NEWHALISER ANNA  pockKALr 
15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 
(Yes, y or unkown) ‘ae a service) (:] a » 
2 Unk. Records, Springfield State Hospi = 
18. CAUSE OF DEATH [Enter only one cause per IIne for (a), (b), and (c).] INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: CORD ; OEE ee Ene 
IMMEDIATE CAUSE ()__COROWARy HEGRT DISEASE . {5 Mawudsa 
ee) DUE To 
Conditions, If eny, which 0) PubmMona Ry TUBEReHrest = [Me DERATBLY 3 Mi 
gave rise to Immediate nae 
cause (a), stating the ANC 
underlying cause last. (c) A ets . 


19. WAS AUTOPSY 
PERFORMED? 


yes [] No |X] 


ea . OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUTNOT RELATED 10 THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a) 
chigophrenic reaction, parat type 


sp 


g 
s 
Ss 
g 
FS 
= 
2 
3 
2 
z g 
s & 
So 3 
28 =e = eg ee Sra Ne Ea 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part I or Part il of Item 18.) 
=o 
eg 825 & | (GF ENTHER, NOTIEV-MEDICAL EXAMINER) 
a 
=e 2 a z 20c, TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED ok Gee? oH RUURY Home, Fart 20f. (City or town) (County) (State) 
La 2 a Hour a.m. While Not While factory, street, office bidg., etc. 
e=S28 2 19 t work) at work | 
to fe a = Mm. at worl at worl 
23222 21. | certify that ( (this hospital) attended the deceased fro aie i 19_4S, that (we) last 
ESess saw the deceased alive on} /b __19_ 65%, and that death occurred at +42, tom thé causes and on the date stated above. 
e: sere 228, SIGNATURE 22b. DATE SIGNED 
Zl os of ' ATTENDING MED. STAFF 
as a3 Wameratan, Faucusarusl bu naa) Mp. PHys. (J) _pirecror [1] Piivs. 9 le les 
fac 22c. PHYSICIAN'S 22d. ADDRESS —_ 
Eee .8 NAME (Type) aan AG 
5~ eee | HANEERATANA FLANGUUOMIRAN, | gp Ld v Noapy ue) 
=SES 3 73a. BURIAL, CREMATION, 236, DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY 230, “LOCATION (City, town or county) (Gtate) 
7 RAL. \W2/és  Wetry Kepeesoen— : 


24. FUNERAL DIRECTOR PUTO AGB. oz | RDGADDRESS 


Perera Mores bohern + | awe SEP 20 1985 foro eye 


Items 18&21 Film G369qARPLANDSTATE DEPARTMENT OF HEALTH 


\ <3" of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
FOR™ ; 418 MEDICAL EXAMINER’S CERTIFICATE OF DEATH 595 
HEALTH DEPT. [piace oF peat 7. USUAL RESIDENCE (Where deceased lived, 1f institutlon: Resldence before admlsslon) / 
a. COUNTY a, STATE b. COUNTY A 
= oe" Carroll MARYLAND Maryland path imore City 
Ess es b. CITY DR TOWN (If outside corporate limits, ¢. LENGTH OF STAY IN 1b | Cc. CITY OR TOWN (If outside corporete limits, write RURAL and give neerest town) 
Bez ES Virlte RURAL end give nearest tovin) 
$52 5. Sykesville Byrs-llmoseldjy. _ Baltimore " 
£0 ae d. NAME OF HOSPITAL OR INSTITUTION (if not In eRe give street address) || d. STREET ADDRESS @. TS RESIDENCE 
ee 
se 2 g 7 Springfield State Hospital 6107 Ready Ave. yvesL] no Gd 
gz. 2) Ts RAME OF First Middle Last 4, DATE Month Day Year 
Se 2 
gees (Type or print) IVAN KEMP HOFFMAN peatd _ SEPTEMBER 5 __19 65 
= 5. SEX 6. CDLDR OR RACE 8. DATE DF BIRTH 9. AGE (In years | IF UNDER J YEAR|IF UNDER 24 HRS. 
A = 7. MARRIED [_} NEVER MARRIED last birthdey) | Months] Days | Hours | Min.” 
& = Male White WIDDWED [_} pivorced [] | Q=5—30 yrs. | | 
os § 10a. USUAL DCCUPATIDN (Give kind of work done | 10b. KiND OF BUSINESS OR 11. BIRTHPLACE (State or forelgn country) 12. CITIZEN OF WHAT 
er 3 during most of working life, even If retired) INDUSTRY COUNTRY? 
Se > Caddyin: Maryland UsSsba 
EES S 13.” FATHER’S NAME 14. MDTHER'S MAIDEN NAME 
Leal c 
Bre Charles E. Hoffman Christine Hoffman 
5 ES 15. WAS DECEASED EVER INU.S. ARMEDFDRGES? | 16, SOCIALSECURITYND. | 17. INFORMANT Address 


bik ps ne, or unkown) oes of service) 


Records , Springfield State Hospital 


INTERVAL BETWEEN 
DNSET AND DEATH 


18. CAUSE OF DEATH [Enter only one cause per Ilne for fe); (b), and (c).] 


PART |. DEATH WAS CAUSED BY: 
df J IMMEDIATE CAUSE (e) 


DUETO Acute myocardial infarction 


” in pen 
Examiner’s 


= 


Conditions, If any, which 


gave rise to Immediete 0) Gerensryceleresis 


cause (a), stating the ( DUE TO 
underlying cause last. (©). 
PART TI, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOTRELATED TO THE TERMINAL DISEASE CONDITIONGIVEN INPART 1(e) 19. wae AuTDPEY 


burial, cremation, or removal, 


g the word “pendin; 


; This certificate should be executed within 24 hours after death. If any un 


3 should be used as a burial-transit permit. File pages 1 and 


8 
3S 
= 
= 
‘3 
2 
oO =z 
2 S Oe eee 
2 S eile Schizophre tic reaction, Simple type, plus mental deficiency ves cs 0 
iad 5 & |"20a, EXTERNAL CAUSE WAS 200, DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part Tor Part Il of Item 16.) 
£3 22 | PRIMARY [) or CONTRIBUTING C) 
ee 36 & | CAUSE OF DEATH. 
is) ee = |20c. TIME DF INJURY Month, Dey, Year | 20d. INJURY OCCURRED | 20s. PLACE OF INJURY Home, ferm,] 207. (City or town) (County) tate) 
ae 5, Hour e.m. while Not While factory, street, office bid 
Fee 23 = 19 at work {_]_at work 
Et2 as 21.1 certify ‘that | took charge of the iy s described above, held an Autopsy M4. Inspection [_], Inquiry [_], and tn my opinion 
Boss oe death resulted from: Na Accident ["], Suicide [_], Homicide ["], Undetermined manner fc] 
ee. see yf CHIEF MEDICAL EXAMINER [7] 
Fl 3 gee SraNaTUR map, ASSISTANT MEDICAL EXAMINER [7] 22., DATE SIGNED 
a 
: eas ee / ee 7 13M IEDICAL EXAMIN 
Ssoee A er 
=e et g NAME (Ty; x £ 
Sees s= 23a, BURIAL, CREMATIDN,| 23>. DATE THEREDF 23¢._ NAME OF be DR CR ide a LOCATIDN (Clty, town or county) (State) 
geake AREMDVA ASpeclfy) Fy 
2 2 4 et ila TU) : 
24. FU iD TOR ADDR: ae REC’! y. REGISTRAR | 25b. Recent. SIGNATURE 


he Ka she 0 ee ee 


TO DEPUTY MEDICAL EXAMINER: This certi 


FOR 
— 


is necessary, 


ficate should be executed within 24 hours after death. If any delay 


in Item 18. Give Pages 1, 2, and 3 to the funeral director. Pag 


please execute the certificate, wi 


g the word “pending” in per 


retained for your files. 
the State Department of 


jours after death. 


PM3. Page 5 


4 should be forwarded to the Chief Medical Examiner's Office along with form 
TO FUNERAL DIRECTOR: Page 3 should be used as a burial-transit permit. File pages 1 an 


< 
3 
a 
a 


Health or its designated agent, prior to burial, cremation, or removal, and in any event will 


sm 163 


i ort A @370 MARYLAND STATE DEPARTMENT OF HEALTH 
TATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
1 


MEDICAL EXAMINER'S CERTIFICATE OF DEATH 128i 
.| 1. PLACE oF DEATH 2, USUAL RESIDENCE (Where deceased ‘ad, If Institution: Residence before a ission) 
a. COUNTY a. STATE b. COUNTY Sh 
Carroll ____ MARYLAND || naryland Baltin City 
b. CITY OR TOWN (if outside corporete limits, «. LENGTH OF STAY IN 1b €. CHY OR TOWN (If outside eorporate limits, write RURAL and give nSered! town) _ 
wrila RURAL and give nearest town) 
Sykesville mos .2ldys. Baltin * ve 
d. NAME OF HOSPITAL OR INSTITUTION (if not in hospitel, give street eddress) d. STREET ADDRESS @. 1S RESIDENCE 
ON A FARM? 
Springfield State Hospital _ s Parkway yes [[] No f} 
3. NAME OF Fit je Month ——~—~—SDey—sYuer) a 
DECEASED OF . - s 
Pirossen grant ROBERT BLAKE JACKSON | DEATH =SEPTEIBER 27 19 05 
S. SEX 6. COLOR OR RACE] 7, apnieD [-] NEVER MARRIED [~] | 8- DATE OF BIRTH 9. AGE (In years |IF UNDER 1 YEAR| IF UNDER 24 HRS. 
‘ “ O2D-« 27.208 st birthday) | Months| Deys | Hours | Min. | 
Male Negro | wwowe Biroece []| 11-27-08 Yr 
10a, USUAL OCCUPATION (Gi ‘of work | 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stata or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
done during most of working lif it retirad) 
Laborer = ba | ‘Virginia UeSAs 


13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
Robert vackson 


1S. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO. 
(Yes, no, or unkown) | (Ityes givewarordatesofservica)| 


No 212-10-9356 | Records, Springfield State Hospital 
os GRUSE OF DEATH [Enier only one cour par lina for (a), (0) and @)]—~C~S~=<CS obi DBLaGe ueUe A0EP. INTERVAL BETWEEN 


Lucy (maiden name unk.) 
7. INFORMANT Address 


PART I. DEATH WAS CAUSED BY: i ’ PRESSE 
IMMEDIATE CAUSE (0) 2BLA eA AAK/ LON AL AS opneumonia Loe 
g DUE TO 
Conditions, it any, which () 


gave rise to Immediate eause 
{a), steting the underlying 
cause lest, {c) 


PART I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART VWe)| 19. WAS AUTOPSY 


z 
_|@] Chronic brain syndrome—assoc. Witr ¢ antral nervous system syphilis, PERFORMED? 
A|$|_meningoence phalitic, with psychotic reaction 2.74 yes f)_ No GJ 
= Oa. Eyer scone Mie o ib. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Pert | or Pert Ill of item 18.) 
ee | PRIMARY or CONTRIBUTING 
| CAUSE OF DEATH, 
3s 20c. TIME OF INJURY Month, Day, Yser | 2Dd. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f, (City or town) {County} . (State) 
a Hour a.m. While Not While factory, street, office bldg., ete.) | 
2 i 19 et work [} at work [| 1 


21. I certify that | took charge of the remains described above, held an Autopsy &} Inspeclion im} Inquiry [ah and in my opinion 
death resulted from: Natural causes x} Accident it Suicide fh Homicide [al Undetermined manner oO 


hit Zz, ey Ke Nees et Hees EXAMINER [7] 

ACTUAL CA el —— ip, MSSSTANT MEDICAL EXAMINER [] DATE SIGNED 
oun MEDICAL exert [ 

examiner's Charles 5. ilirsch, M ° 

NAME te Ag gl a WeQandi sh BE cy, Batt de (Baltimore 21208,°h hae? 


22a, BURIAL, wipe | DATE THEREOF ye NAME OF CEMETERY OR CREMATORY z | 22d, TGCRTOR {Cityrtown, or county) ~ (Stale) 


EMOVAL (Specify) Oct - Z1VOS Arhu fos Memeni al Lolle G. Aabutes, 


UA AL 
3. FUNERAL DIRECTOR ADDRESS. 24a. REC’D BY REGISTRAR | 2%b. REGISTRAR’! 
me OlT 1 1965 _feeoreoo 


Mahesh UJ /138°37 Lf Ave. 


re 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


18. CAUSE OF DEATH [Enter only one cause per line for (a), 


PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (a) 


INTERVAL,BETWEEN 
ONSET DEATH 


. 


transit 


, x DUE TO 
Conditions, If any, which (b) 
gave rise to Immediate 

cause (a), stating the DUE TO 
underlying cause last. (c) 


Ge 
° 


FF aQ% 
z CERTIFICATE OF DEATH 19232 
3 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admlsston) 
= a. COUNTY Carro ik a. STATE b. COUNTY 
5 MARYLAND Maryland Carroll 
] b.. ‘WStoRAE Ce corporate limits, LENGTH DF STAY IN 1b || c. CITY DR TOWN (If wae corporate limits, write RURAL and give nearest town) 
ra ares! a a chig ‘ 
g Sa hea abiicacachh RK x Rural--Mt.» Airy 

e. OSPITAL OR INS TRUTION (if not In hospital, zive rest mel d. STREET ADDRESS a redial 
% atthe Carroll Co.Gen.Hosp| | Route # 2 ves(]_no{at 
a § . NAME DI 
a s 3. Berchees First Middle Last | 4, Par Month Day Year 
ie (Type or print) DEWEY Me JENKINS DEATH Sept. 25. 19 65 
3 5. SEX 6. COLOR OR RACE 17, MARRIED [-] NEVER MARRIED[]| 8 DATE OF BIRTH 9. AGE pecs HE Una a IFUNDER 1 YEAR|IFUNDER 24 HRS. 
5 
= Bs male white WIDOWED [7] oworcenf}| March 7, 1 898 ap yrs. bps baal el ind 
ot -< 10a. USUAL OCCUPATION (ei Kind of workdone| 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (County & State, or forelgn country) | 12. jee OF WHAT 
2 ox. during gee ere yore life, even If retired) INDUSTRY Met 
et Maryland eAe 
RB oe 13. FATHER’S si 14. MOTHER'S MAIDEN NAME 
BS Edgar &. Jenkins Elsie Franklin 
8 ‘as is Ee ee ee 16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
= 1 h M0, i rs ry 
3 BE no =o 19-36-0157 |Milton S. Jenkins, Sykesville,Md.Rt.2 
so oe 
Fo 
z 
2 


Hour a.m, factory, street, office bidg., etc.) 


19 at work at work 
21. Teertity that (I) (this hospital) attended the deceased from 19 £4, to Z—, 1945) that (1) (we) last 
saw the deceased alive on hf 7% __196 7, and that death occurred aie eM, from the causes and on the date stated above. 


22a. SIGNATURE | 22b. DATE SIGNED 
7 ATTENDING ED. STAFI 
ea S. hfauki>— M.D. Director C] pave, CI 9/4 han ee 
PHYSICIAN'S ea DRESS 


3 PART II, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT REBATED TO THE TERM DISEASE CONDITION GJVEN IN PART 1(a)y |19. eS EDT 
= 
$ GBH = y/o: —Ay hoc a. ves [7] No [J 
= ap DENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of Injury In Part I or Part II of item 1B. 

d &| o ITRIBUTING [7] CAUSE OF D! DEATH ie J 
oo ae EITHER, NOTI. |EDICAL EXAMINER) 
z 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 208. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
8 
= 


while, Not While 
0 O 


TO HOSPITAL OR ATTENDING PHYSICIAN: The Jaw requ 
page 3 should be detached for use as the burial. 
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Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and completely 


| NAME (yD) Joo Ha/ S, FAR S CHE pap ay Beh FC. Lo po a Laeved 
= 23a. Rea Cae 23b, DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY ("c LOCATION (City, town or county) aay 
Ni SURPRE TRE” | 9-11-1965 | Sams Creek Brethren | toe begat 
“| 24. 0; DIRECTOR ADDRESS 25a. "CE B Tt 8 s RE JAR'S he, 
vasa Ql C.M.Waltz, Box 241,Sykewille, Md. ‘ite 
15M 4-64 


MARYLAND STATE DEPARTMENT OF HEALTH 
ike OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
CERTIFICATE OF DEATH 


yRagn 
2. USUAL RESIDENCE (Whare deceesed lived, If institution: 233 a ion) 


‘APROLL. er | a ae CAR Pe Le- 


ITY OR TOWN (if outsida cozporata limits, | ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outsida corporate limits, write RURAL and giva nearest town) 


iti RURAL and oP Wy: town) VEARS (UNION BRIL CF ae. PA L- 


1, PLACE OF DEATH 
@. COUNTY 


LLG E LU fhe _G 


AME OF Yh ‘OR INSTITUTION (if not in hospital, give street eddress) A STREET ADDRESS @. 1S RESIDENCE 

/ ON A FARM? 

a ee PRIESTLOWD ||! _—PRIESTLAND et ea 
a NAME OF First Middle : last | 4. DATE DATE Month y. | \eorn ae 


BERTHS, LPT" (AM 
9. AGE (In years |iF UNDERT YEAR| IF UNOER 24 HRS. 
eerie] Map| Deys | Hours | Min. 


gf m 


ompletely filled in by the funer 


tee WiLL fbhpHon Teves 


5. SEX 6. COLOR OR RACE|7_ maRRIED [WZ] NEVER MARRIED |] | & DATE OF BIRTH 


aol wipoweD [] __lvorceD [7] PIBR Val -/96 Fe 


Wa, USUAL OCCUPATION (Giva kind of work 


be executed within 24 hours after 


|, and in any event, within 72 hours after death. 


8 er 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE {County & Stata, or foraign country) 12. CITIZEN OF WHAT COUNTRY? 
= 2 : done LPB most of working life, aven if ratirad) 
ae 
s BE (BoP ER Consrrvetsed | MARYLAWD LSB 
= a g 13. hfe NAME 14. MOTHER'S MAIDEN NAME 
= Qe 
oO co 
$ 3% PERRY JOoveS | LREVNE  PULLBERKY : 
© 8S. 15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT Address 
= R23 (Yas, no, or unkown) | (Ifyasgivewaror datas of sarvica) 
a Las 
3.22 ol /3--1%- 9.279 POSIE JONES YN1ON BRIDGE SYD __ 
Sets 2 78, CAUSE OF DEATH | [Enter only ona causa par lina for (a), (b), and (c).} “| INTERVAL BETWEEN 
sese. ONSET AND DEATH 
£255 PART |. DEATH WAS CAUSED 8Y; C. ‘ 
aS eae IMMEDIATE CAUSE (o)___C "0 tha r4 t-te aL? = |. ——a 
z£22c y 
eaaes / DUE TO 
= ce 
s q . 
32-82 Conditions, if eny, which (b) Pe ee 2 pose a Ae. 
oe $ gave rise to immediate couse *5 4 <~. a —. i — 
#2 ~ {a), stating tha underlying ( OVETO 
a causa last, () 
ra PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH 8UT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ve)| 19. “ee nl 
4 aa) te ERFORMED: 
= 
3 ves [] No [] 
= 20a. ACCIDENT WAS UNDERLYING [) 20b. DESCRIBE HOW INJURY OCCURRED, (Entar nature of injury in Part | or Part Ii of item 18.) 
& ] OR CONTRIBUTING (0 CAUSE OF DEATH 
3B | (iF EITHER, NOTIFY MEDICAL EXAMINER} 
< 20c. TIME OF INJURY Month, Day, Yaar) 20d. INJURY OCCURRED | 20s, PLACE OF INJURY (Home, farm, * 201. (City or town) {County) ————s*{State) 
a Hour a.m. Whila __Not Whila fectory, streat, office bldg., etc.) | 
8 Ff 19 at work [_] et work 


attended the deceased from. 
De 


U certify that (I) (this hospit 


saw the deceased alive on......7, ‘Sot ae 
22e. SIGNATURE 


that (1) 
. and that death occurred 1. FM, from the causes and on the date stated above, 
ad 22b. DATE 


5 ATTENDING, a STAFF SIGNED 
a2 Of th town. map. | PHYS. ta Dikecror Opes, Gf 


22. PHYSICIAN'S” 22d. ADDRESS 


pda: oe soa DEW WINDSOR PD 


23e, BURIAL, CREMATION, ies DATE THEREOF 23c, NAME OF CEMETERY OR CREMATORY 23d. LOCATION ‘City, town or county) MD 


OVAL coat EPrg- LU. Soy UNION NTOWN 


_be filed with the State Dept. of Health prior to burial, 


death, Page 4 may be retained by the hospital or 
director, page 3 should be detached for use as the burial. 


'O HOSPITAL OR ATTENDING PHYSICIAN: 


" cn ‘ 24 ERAL CTOR'S SIGNATURE , ADDRESS a Sa. REC'D BY REGISTRAR | 25b. REGISJRAR’S SIGNATURE 
v8 . ae CELL haw Loess < TafeoSEP 8 1965 eer En 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after death, 


1 


Page 4 may be retained by the hospital or attending physician. 


VR AIS (4) 


20M 


MARYLAND STATE DEPARTMENT OF HEALTH 
ee OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 10234 


‘1. PLACE DF DEA 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 


a. CDUNTY CreRo / sda a. STATE Wid b. COUNTY 


’ 
b. CITY OR TOWN (if outside corporate limits, c. LENGTH OF STAY IN 1b CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 


al 


Land 
ecgpth 


7. MARRIED (A) ere MARRIED Jo 
WIDOWED [“] Divorceo ["] 


1Db. bt ae Lo) DR 
Pine Lonel: ss 


bos pte. 
3. “FATHER'S, 14. fh |AIDEN NAME 


Calvin Seed, ; p 
15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. eel 17. INFORM: a7 Address 
Des. Mow ey Jordan - Sykes vid do, Md. 
2yke INTERVAL 


ears | IF UNDER 1 YEAR|IF UNDER 24 HRS. 


jt birtheay) eg Days | Hours | Min, 
yrs. 
11. BIRTHPLACE (County & State, or foreign country) | 12. om bey WHAT 


Po te RURAL and give nearest town) “ . 
Fe lw | 
3 ral: syleesv: He, vi Life. urpl ~ Sy kesvs // 
gn d. NAME OF HOSPITAL a vile ON (if not In hospital, glve street address) || g. STREET ADDRESS = oT RESIDENCE 
[=% ( is 
ag Wace Grandyi ew ve, rAndvie a) five yesC) not 
= 3. NAME DF First Middle RD, 4. BANE Day Year 
53 DECEASED 
(Type or print) (4) RMAN Alvin 7 DEATH ee 19 (Z 
{9 6. CDLOR OR WALT) RP, RTH 9. AGE (In 


Tple Wh, te 


10a. USUAL OCCUPATIDN (Give kind of work done 
during most of working life, even If retired) 


ii 


(Yes, no, of unkown) | (If yes give war or dates of service) 
eg 


18, CAUSE DF DEATH [Enter only one cause per line for (a), (b), and (c).1 Di 
PART 1. DEATH WAS CAUSED BY: rs Ae ee ars ' OHSEY ND DEATH 
IMMEDIATE CAUSE (a). 5. 
4 


ed by the attending physician and completely filled in by th 


-transit permit. Then please re 


f Health prior to burial, cremation, or removal, and in aj 


f / 


DUE To . 
Conditions, If any, which py es es Wha hi—, 


gave rise to Immediate 


cause (a), stating the ( DUE TO 2 Cs me 
underlying cause last, {c) Arenas c/ “4 G S 
FI PART II. OTHER SIGNIFICANT CONDITIDNS CONTRIBUTING TO DEATH BUTNOT RELATED TD THE TERMINAL DISEASE CONDITJONGIVEN IN PART 1(a) =| 19. Para rat 
= ————— 
é ves [] No Ry) 
7 
= 20a. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part II of Item 18.) 
§ | DR CONTRIBUTING [] CAUSE OF DEATH 
G | ({F EITHER, NDTIFY MEDICAL EXAMINER) 
z 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20a. PLACE OF SUR eee xa: 20f. (City or town) (County) (State) 
o Hour a.m. White ole while factory, street, office bidg., etc.) 
a 
= p.m. 19 at work] at work 


21. | certify that (I) (this hospital) attended the deceased from. 19-252 #0 , 19___.,, that (1) (we) last 
saw the deceased alive on o-oo 6 19___, and that death pecurred at _A_M, from the causes and on the date stated above. 


Za. SIGNATURE 2 ole DATE pee 
ATTENDING pp57~ MED. STAFF 
hon SS M.D. {2 Binecror Crys 
226, PHYSICIAN'S "2a RODRESS 
| [= Bie ped E. Hal] iyh Z Bel 
23a. BURIAL, Finis" hi DATE THEREOF bs NAME OF CEMETERY 5 CREMATORY 23d. LOCATION (City, town or county) Rate) 


ne Occ |Liegeren Manes] Gol, Frgbshogy (IU 


ERAL DIRECTPR. aainEg 25a. REC’DIBY REGISTRAR Spe 6 rans SIGNATURE 
Sag seit TOA. Nine SEP TE 1S hore forge 


fd 


ZS 


director, page 3 should be detached for use as the burial 


TO FUNERAL DIRECTOR: After this certificate has been si; 
should be filed with the State Dept. o 


yes ON 


coh 


bo 


MARYLAND STATE-DEPARTMEN 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


[T OF HEALTH 


rye 11863 CERTIFICATE OF DEATH boon 
Se 
3 gee 1. eee ao “|[-2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before a in) 
uv Me . om { 
5 ot : Carroll MAE sina Maryland te ae 
2 
= s gs b. CITY OR TOWN (If outside corporate limits, c. LENGTH OF STAY IN ib || c. CITY OR TOWN (if outside corporate limits, write RURAL end give nearest town) 
Bae write RURAL and give nearest town) > 2 
& ss Sykesville 11 mos./lldas Baltimore 21218 Zool 
@. sé = a. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) ||"d. STREET ADDRESS @. 1S RESIDENCE 
ats 2 + E a 
= ke Springfield State Hospital 3001 N. Calvert St. ves[] no fl 
= sss 3. NAME OF First Middle last 4. DATE Month Day ‘Year 
E a? DECEASED 2 OF 4 
4) Se (Type or print) Walter NMN JOWETT DEATH = September 1, 1965 
= 5. SEX 6. COLOR OR RACE ®. DATE OF BIRTH 9. AGE (In years | IFUNDER 1 YEAR|IF UNDER 24HRS, 
gs ) 7. MARRIED [>] NEVER MARRIED [] ist binkday [renee pee De agus 
Ee male white wioowen ] ——_—ivorceo]| 7/30/1889 16> re 
ta 10a. USUAL OCCUPATION (Give kind of work done | 10D. KIND OF BUSINESS OR Ti. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
Sa during most of working life, even If retired) INDUSTRY x COUNTRY? . 
a8 Restaurant Owner England Naturalized 
= 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
= Robert Jowett- dec. were Cecelia R. Brodley’:. 


15. WAS DECEASED EVER IN U.S. ARMEDFORCES? | 16. SOCIAL SECURITY NO. 
(Yes, Mo, or unkown) | (I fyes give war or dates of service) 


none 212-352-9020, 


eo 
E 


17. INFORMANT 
Springfield State Hosnital Records 


Address 


per 


18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).] 


Ulett BETWEEN 


The law requires that the death certificate be exec 


oo] 
€ 
S 
= 

53 

o 4 
2: 

HS 
a 
Do 
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S 
= 
So 

b= 
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os 
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21. | certify that (1) (this hospital) attended the deceased fro 


19. 19___, that (1) (we) last 
death occurred Lanta ‘the causes and 


z 
= 
= 
a 
= 
a 
= 
os 
= 
= 
3 
E 
<= 
fos 
Ss 


should be filed with the State Dept. of Health prior to burial, cremation, or removal, 


ra PART |. DEATH WAS CAUSED BY: ‘ SCAND PENH 
ad ae DSM IMMEDIATE CAUSE (a)___Dronchopneumonia. nati ad 
SoS : 
Bas ] ; DUE To p : : 
265 Conditions, If any, which __Arteriosclerotic heart disease. years 
= = gave rise to Immediate 
£32 cause (a), stating the ( DUE TO 
2 F underlying cause last, (©) 
hae 5 PART II. OTHERS IGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOTRELATED TO THE TERMINAL DISEASE CONDITIONGIVENINPART1(@) [19. WAS AUTOPSY 
$ = . : 3 5 g Le oS ee 
pte S| Chronic brain syndrome assoc. with cerebral arteriosclerosis with ves] no fy 
ZR 52 i | 20a. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part II of Item 18.) 
ety & | OR CONTRIBUTING [1 CAUSE OF DEATH 
ee & | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
205 
ees % | 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 200. PLACE OF INJURY (Home, farm,| 20%. (Clty or town) (County) — (State) 
ets ta Hour a.m, wah factory, street, officebldg., etc.) 
aa fa Hii ie as While 
s22 = p.m. 19 at work at work 
bbe] 
2as 
£55 
3 ” 
a 2 
Poe 
ez. 
= Gs 
3 
Hae 
a ua 


Ss saw the deceased alive o1 => |___, and that on the date stated above, 
Ss 2a. SIGNATURE : . I>" DATE SIGNED 
= ATTENDING MED. STAFF Si, 
Se MA a Xe mp. PRY’) _bintotor C] pve. F}| 9 L-65 : 
EES Ze ANSIOAN'S ; 224. ADDRESS Springfield State Hospital 
Boo oe Octavno Ac Rude, IED. Sykesville, Marjan 
oP 23a. BURIAL, CREMATION) 230. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) Gtate) 
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DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 10236 
Bei t 


2. USUAL RESIOENCE (Where deceased lived, If institution: Residence before admission) 


fe, a, STATE b. COUNTY Wf 
AkLOL/ MARYLAND Me ¥, Bid Allele: 
b. CITY OR TOWN (if outside corporate limits, c. LENGTH OF STAY IN 1b || c. CITY OR TOWN (ff outside corporate limits, write RURAL end give nearest town) 


write RURAL and give nearest town) 
kupe/— et hes 17 Le. (Mo, tide\\_Rostbuee / 2 
d. NAME OF HOSPITAL OR INSTITUTION (If not In hospital, give street address) || d. STREET AODRESS @ RESTORE 
Lim GField Stare pospilal vesC] wok] 


DECEASED First Middle Last 4 a3 Month Oay Year 
' CS = 
(ype or print) HATTIE LES XRoll DEATH rh FY _ GOS 
5. SEX 6. COLOR OR RACE |7. MARRIEO[] NEVER MARRIED []| ® DATE OF BIRTH ©. AGE (In years ]IFUNOER 1 YEAR |IF UNDER 24HRS. 
z last birthday) Months | Days | Hours | Min. 
Femnle Ww ire | wlooweo oworcent]| “— 27-/390 Z4-v0s. | | 
10a, yh ed kind of workdone| 10b, pa BUSINESS OR 11. BIRTHPLACE (County & State, or foreign country) | 12. CRS WHAT 
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a hours after death. 
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Eli tyy SS Wivjers Zlenwek Coons 


15. WAS DECEASEO EVER IN U.S. ARMED FORCES. 16. SOCIALSECURITYNO. | 17. INFDRMANT Address 
(Yes, no, or unkown) | (If yes glve war or dates of service) 


Ma _ dene, \Speinetield Hosp. hecokds Synesville Md, 


18. CAUSE OF DEATH [Enter only one cause per liné for (a), (b), and (c).1 TRE a REG 
POE RU) TPeatalsed arbanterclroces- pre 
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20a, ACCIDENT WAS UNOERLYING 20b. DESCRIBE HOW INJURY OCCURREO. (Enter nature of Injury In Part J or Part 11 of Item 18.) 
OR CONTRIBUTING [> CAUSE OF DEATH 
(IF EITHER, NOTI EDICAL EXAMINER) 


20c, TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED |20e, PLACE OF INJURY (Home, farm,| 20f. (Clty or town) (County) (State) 
Hour a.m. while — Not While factory, street, office bidg., etc.) 
p.m. 19 at work at work 
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REGISTRAR | 250. RECISTRA'S SIGNATURE 
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1 MARYLAND STATE DEPARTMENT OF HEALTH 
f DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


11870 CERTIFICATE OF DEATH 15237 


1 veace OF DEATH 2, USUAL RESIDENCE (Where deceesed lived, If institution: Tesi ence before sdmission) 
a 


ay SJATE XY INTY 
ALLALL MARYLAND CO pak). = 
b. CITY OR TOWN [if outside corporata limits, ¢. LENGTH OF STAY IN Ib ITY OR TOWN {If outside corporate limits, As EKA and give Lacs town) 


wgita RURAL and give nearest SE 


WEST MIN STE Nene S dg IN STEEL 
d. NAME OF HOSPITAL OR INSTITUTION £ not in hospit street address) TREET BEA = . IS RESIDENCE 


ON A FARM? 


Man I 


Middle Month Js 


E <a i ee" 
(Type oF prin!) Zz F. F/ E = aes | DEATH P va 
$. SEX 6 Fark ‘OR na 7. >A, 126s NEVER MAR aa BE DATE OF BIRTH ‘9. = (In yders [iF UNDERT Le eee 24 HRS. 


= st birthdey) Months) Deys | Hours | Min. 
FEMALE\WH ITE |woowo yy moro Wyppoy ¢ = (£79 | 75m |=] | 
We. USUAL OCCUPATION (Give kind of work Db. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (County & Stete, or foreign country) i . CITIZEN OF WHAT COUNTRY? 


done dusing most of working life, even if ratirad) Own HOME Wy) “U Sh 


73. Hous the pares 14. MOTHER’S MAIDEN NAME 
ALEXANDER FRITZ. SURCHRET STEW AYN S 


‘completely filled in by the funeral 
bon papers. Pages 1 and 2 should 


executed within 24 hours after 
within 72 hours after death. 


ie WAS santo iis pie FS eee enter 16. SOCIAL SECURITY NO.| 17, INFORMANT Address , 
‘es, no, or unkown) | (Ifyes give warordetes ofservice) ee IY, Wy. at Tz «A 
Nowe __\CHARLES LAMBERT __WEST/1, KMD. 

18. CAUSE OF DEATH [Enter only one ceu! for (e), (b), and (c).] 1 “TaVAT BETWEEN 

PART I. DEATH WAS CAUSED BY: Ar. MA. thao aco 
IMMEDIATE CAUSE (e} 3 “74 6 aad Se. 

A ; DUE TO 

Conditions, if eny, which {b)__ 


geve rise to immediete ceuse 
{e), steting the underlying DUE TO 
couse lest. (c) 


Hour a. 


P. 19 
21. I certify that MUL (this a fae the deceased from. alee 65 that Q) (we) last 
¢ 


Fats: cod Dever 19. 42, and that death occurred at/@, Pa from the causes and on the date staled above, 


While Net Whils 
work 


Zz PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(e)} 1 9. WAS Aue 
= 

sit 2 ves [] NOK 
= | 20e. ACCIDENT WAS UNDERLYING LF] | 20b, DESCRIBE HOW IN. (Es injury in Pert | or Pert tl of item 18. 

E | Gr CONTRIBUTING 17 CAUSE OF DEATH Ss IOW INJURY OCCURRED. (Enter neture of injury in Pert | or Pert tl of item 18.) 

© | (iF EITHER, NOTIFY MEDICAL EXAMINER) 

2 = = 

& | 20c. TIME OF INJURY Month, Dey, Yeer | 20d. INJURY OCCURRED | 208. Vee TT) SU a ae eee os (County) {(Stete) 
2 

=! 


et work 


saw the deceased alive on.... 


rea ATTENDING STAFF 777 GNED 
~~ M.D. PK DIRECTOR O7 pays. (] a... Cia 
22c. PHYSICIAN’: . 22 ES: , & 
| NAME (Type! Mu lias Cite phe BP const West master, tid 


director, page 3 should be detached for use as the burial-transit permit. Then please remove ca 
be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any event, 


TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physici 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certifi 
death. Page 4 may be retained by the hospital or attending physician. 


este Gene IG DATE THEREOF 2) SNP aes a Or OR CREMATORY LOCATION (City, tor county) yy) 
D 


CLEEK Leon’ Myy wry L 
| | 22 . 25a, REC’D BY Wisc Tah ote REGISTRARS oN ot 


vr Als (4) ’ 
20M 5-63 \. = 
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TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after death. 


al or attending physician. 


Page 4 may be retained by the hos 


TO FUNERAL DIRECTOR 


MARYLAND STATE DEPARTMENT OF HEALTH 
Rivet SION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


rdsu CERTIFICATE OF DEATH 10238 
baat 
se BI 1 an OF = 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 
—ainbel 8. COUNTY G au @, STATE b, COUNTY 
wes ee MARYLAND Maryland Carroll 
Sos b. CITY OR TOWN (if outside corporate limits, . LENGTH OF STAY IN Ib || c. CITY OR TOWN (If outside corporate limits, write RURAL end give nearest town) 
Baye write RURAL and give nearest town) = + 
=" 2 Middlebur 4 days . Westminster 
3B fd 4 d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) “d. STREET AODRESS 6. se 
= ~ : 
a Ze Brookfield Manor Nursing Home vesL] noPh 
=> —— ee 
Ss 3. BEE First Middle Lest 4 ue Month Day Year = 
S82 (Type or print) Grover Rufus Little SEaTH September 14 4,62 

— 5. SEX 6. GOLOR OR RACE |7, MARRIED [] NEVER MARRIEO[]| & DATE OF BIRTH 8. AGE [in years | F UNDER 1 YEAR|IF UNDER 24 HRS, 

Male Whit Dat last birthday) /Months | Days | Hours | Min. 
i ite wipoweo ["] pivorceoh]| Feb. 11,1896 69 yrs. 
od 10a. USUAL OCCUPATION (Give kind of workdone| 10b, isi 7 oa ip upintERs OR TL. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 

2 22 during most of working life, even If retired) COUNTRY? 
B35 Farm worker Nernth ng Garroll Co., Md. U.S.A 
= os 13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 

ss A 75 P 5 
Bee Rufus Little Elizabeth Masenheimer 

oe 15. WAS DECEASEO EVER IN U.S. ARMEOFORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT dress 
82 Ss (Yes, no, ar unkown) | (If yes give war or dates of service) 12246 Conn. Ave. 
see No 165-110-9728} Mrs. George Yeatman Silver Soring, Mas 
E38 18. CAUSE OF DEATH [Enter only one cause per IIne for (a), (b), end (c).J INTERVAL BETWEEN 
Bes PART |. DEATH WAS CAUSED BY: f : i ep 
S85 IMMEQIATE CAUSE (a) 4 Meese 
o 


e DUE TO 
Conditions, If any, which ) On Ann 2 /, Z# ¢ Cva “Ge ann, 
gave rise to Immediate 


< 

3 cause (a), stating the DUE TO 

= underlying cause last. (c) 

= Fs | PART [1. OTHER SIGNIFICANT CONDITIONS CONTRIGUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITIONGIVEN INPART 1(a) | 19. nl pase 
2 e i = 

g 5 ves] xo 
2 = 

= i= | 20a. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury in Part t or Part II of Item 28.) 

4 & | OR CONTRIBUTING (] CAUSE OF DI 

o © | (IF EITHER, NOTI EDICAL EXAMINER) 

2 g 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED |20e. PLACE OF INJURY(Home, farm,] 20f. (Clty or town) (County) (State) 
a 8 Hour a.m. While Not While factory, street, office bidg., etc.) 

= = 19 at work at work 
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21. | certify that (1) (this hospital) ee the deceased from. ZLLL ZS 5 MEP Te J_, 19__., that (I) (ver fast 


saw the deceased alive on. 19____, and that death occurred ae 22M, from the causes and on the date stated above. 
22a, “ee 7A TE SIGNED 
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NAME (Type) . 
Phin Le din 
A BURIAL, CREMATION,| 23b. OATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY | 23d. LOCATION (City, town or county) (State) 
REMOVAL (Specify) . 
_ Burial Sept.17,1945 Baust Church Cen. Carroll Co., Maryland 

‘4 2a. ro he ADDRESS 25a. ia % O ioe z REGISTRAR , SIGNATURE 

\ 4 aA ¥CL 
VR AIS (4) 7 2 ay. K Lg 
20M 1/65 Z on Westminster, Md, DATE’ d Madge 


11872 


MARYLAND STATE DEPARTMENT OF HEALTH 


DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 


19239 


1. PLACE OF DEATH 


2. USUAL RESIDENCE (Where deceesed lived, If institution: Residence before edmission) 


i 
s 
3 
@. COUNTY 
t e, STATE b. COUNTY 
Ee Carre Hf MARYLAND ALE is Carroll 
eo b. CITY OR TOWN {if outside corporate limits, c. LENGTH OF STAY IN 1b «. CITY OR “ake rf tutside corporate limits, write RURAL end give nearest town) 
z M4 write RURAL end give neerest town) so 
S32 | AManches er Manchester = 
20 4. NAME OF HOSPITAL OF, INSTITUTION (if not in hospiel, give strocf eddress) d. STREET ADDRESS @. IS RESIDENCE 
Sas ‘ W, oe ON A FA\ 
zk oA Vr eed hypsim 4 me fae lo Kh Stieel~ 
nN 3. NASIEOF fee? Middle Lest 4, DATE ‘Month Dey 
. DECEASED OF 
{Type or print) EDre ne. “Va og fS DEATH Se /- 9257 
5. SEX 6. COLOR OR RACE|7, arRieD |] NEVER MARRIED B. DATE OF BIRTH 9. AGE (In ae IF UNDER 24 HRS. 
oO oO eat enna’) peeks} Deys | Hours | Min. 
CIMA / iG w ite yrs, | 


We. USUAL OCCUPATION (Give kind of work 
done during most of working life, even if retired) 


July 17 MG 


wee. pivorceo |] - 
eZ KIND OF BUSINESS OR INDUSTRY | 11. PLAGE (County & Stete, or foreign country). | 12. CITIZEN OF WHAT COUNTRY? 


13. FATHER’S NAME 


ae) es 


ding physician ang 


wit teak Mello — C27 
B 3 Jac KE & 


Ay ad 64 
7, INFORMANT Address 


House wife 
ae 


Then please remove cai 


1S. WAS DECEASED EVER IN U.S. ARMED FORCES? 
{Ifyesgive werordatesofservice) 


16. SOCIAL wee NO. 


220 ~ 45-33 3 


PART |. DEATH WAS CAUSED BY; 


(Yes, no, i 
18. GAUSE OF DEATH [Enter only one couse per line for (@), {b), end (c).] 


IMMEDIATE CAUSE {e), 


Records f Wuvsiig Kone = Planchester, hd 
ae | Seven 
ie dle ral Co 


Ot ESS: ae Ad 


21. | certify that NY) 


this hospital) attended the deceased from... 
saw the deceased alive on... ee 


DUE TO Ga 

Conditions, if eny, which (e) OS AOE Oe ew Zora ache S “ye ge 

geve rise 0 immediete ceuse 

{e), steting the underlying (” OUETO Vor, [Qtek 

couse lest, ia {c) = 
z PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ie) | 19. WAS AUTOPSY 
a ves [] NO EY 
| 208. ACCIDENT WAS UNDERLYING [] | 20b, DESCRIBE HOW INJURY OCCURRED, (E jury in Pert | or Pert Il of item 18.) a — 
& | OR CONTRIBUTING L] CAUSE OF DEATH eB a a Se 
© | MIF EITHER, NOTIFY MEDICAL EXAMINER) 
s 20¢. TIME OF INJURY Month, Dey, Yeer 20d. INJURY OCCURRED | 20e. PLACE OF INJURY {Home, ferm, ; 20f. (City or town) — {County) (Stete) 
= Haerorer a While __ Not While fectory, street, office bidg., etc.) | 
: ree 19 et work [] et work [] t 


fy 1989.5, that (I)7(we) last 
105... .., and that death ‘occurred pe bh eis iM, trom the causes clnid on the date stated above. 


Gans 


22e. del H ei ase 


22b. DATE 
ATTENDING SIGNED 


PHYS. 


STAFF 
TRECTOR ( prys. 


M.D. 


22c. PHYSICIAN'S 
NAME (Type) 


WH Foard Mp 


death, Page 4 may be retained by the hospital or attending physician. 


TO FUNERAL DIRECTOR: After this certificate has been signed by the atten: 
be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any event, 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after 
director, page 3 should be detached for use as the burial-transit permit. 
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a: 
a 
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oy Log 


‘230. BURIAL, es: 23b. DATE THEREOF ake vip OF eg i vee mvs CATION a ity, ea or county) jtete) 
REMOVAL (Spécify) UZ edt Lt VE i 
Saree | hihi = ts fue daaed feilig Mtr 

Tepe ial 'S yt, URE ADD) ES! A \ ACT 4 REC‘D BY ae 25b. ag SIG} wr 
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20M S-63 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


11873 CERTIFICATE OF DEATH 1524) 


1, PLACE OF DEATH a a Wes 2, USUAL RESIDENCE (Where decossed lived, If inslitution: Residence before admission) 


ae CAZ Lote. MARYLAND ae MD ati FA edeLicK 


b. CITY OR TOWN (if outside corporeta limits, ¢. LENGTH OF STAYIN Ib || c. CITY OR TOWN (If outside corporate limits, write RURAL end give neerest town) 
write RURAL end give neerest 1 


Ruem iNew Wwosce. RAS Rug , THvRtoT / 


. NAME OF HOSPITAL OR INSTITUTION [if not in hospital, give streel eddress) ~ d. STREET ADDRESS e . RESIDENCE 
— ON A FARM? 
ee ae 


3. NAME OF First ~ Middle 4. DATE ‘Month 
DECEASED 


torn) DONALD Kaos EN Peau SEDTZ % 96S 


5. SEX 16 i RACE) 7, MARRIED [~] NEVER MARRIED [] | 8 DATE OF BiRTH 9. AGE (In years |IF UNDER 1 YEAR| IF UNDER 24 HRS. 


mM i ie A vwvorceo AUG; 7, (F177 Aen og eae Hours | Mi es 


Oe. USUAL OCCUPATION (Give kind of work 1Ob. KIND OF BUSINESS OR INI wae Hi. BIRTHPLACE (County & Stete, or féreign country) 42, CITIZEN OF WHAT COUNTRY? 


done during mosh of working | ven if retired) Cow 2 Te, LpE ki cle. ane Te (a Sot, 


Ta. fire NAME #) i |“ FREEL MAIDEN. P, 
ARS EMC & KapdjWledhy 12. | Ecua A pos 
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17, INFORMANT © ¢S74@/2- 14) = ‘ddress 


kown) | (ityesgivewerordetesgfservice} a 
Ee TS TY S-14 2013 Mas ered Bersngges Losey ee 


18. CAUSE OF DEATH [Enter only ona ceuse per line lor (e), (b), end (c).] = ; ~~) INTERVAL BETWEEN 


ONSET AND DEATH 
ramvouninttoatenistn ConGesTwve Méger Apnue ke 
DUE TO 


Conditions, if eny, which mote Jog Ce2LHod ACE 


geve rise to immediete couse 


wht te anda ON f CLMopapy EYYYYCE4A 


PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART “Ha)| 19. WAS AUTOPSY 


hom) L£ Lites eS) se Li VER. YES ol sate! 


20a, ACCIDENT WAS UNDERLYING [] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter neture of injury in Pert | or Pert Il of item 1B.) 
OP CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


completely filled in by the funer: 
Bon papers. Pages 1 and 2 shi 


within 72 hours after death. 
oe 


hysid 


-transit permit. Then please remokg 
|, cremation, or removal, and in any event, 


igned by the attending 
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attending physician. 


20c. TIME OF INJURY Month, Day, Yeer | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (Stee) 
Hour e.m. While Not While fectory, street, office bldg., etc.) | 
9 work et work ! 


2. te ly that (I) (Heectospitet} attended the deceased from. at 19S S., that (I) (we) last 
saw the deceased alive on.............. “a a. 19@S0 and that death occurred ao, from the causes and on the date stated above, 


SSSA c y : ATTENDING __/“MED. STAFE >/, pe eSIGNED 
Nk OA, pee A 5s Mo. ae a Ba en 2 leper" 


'22¢. PHYSICIAN'S — 


NAME (Type) WiLLjang re STEWART 


230. BURIAL, CREMATION, | 23b. DATE THEREOF i NAME OF CEMETERY OR CREMATORY 23d. LOCATION ros town or county) yy 4 


OVA y via Tr 9-lUbS JIETH DIST SV/LLE 


RK ‘24 FUNERA} DIRECTOR'S SIGNATURI ADDRESS EP = By eis 25b. J gaean ji ae 
pS Wii Vadis, leur Mereddate yd * 
20M 5-63) 


MEDICAL CERTIFICATION 


~ 


death, Page 4 may be retained by the hospital or 
director, page 3 should be detached for use as the burial. 
be filed with the State Dept. of Health prior to burial, 


TO FUNERAL DIRECTOR: After this certificate has been si: 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 
’ CERTIFICATE OF DEATH 
1. PLACE DF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admissi 
* COUNTY “Carroll astTaTE Maryland > COUNTY iakisigweny 


MARYLAND 
b. CITY DR TOWN (if outside corporate limits, ¢. LENGTH OF STAY IN 1b |] c. CITY DR TOWN (If outside corporate limits, write ee and give nearest town) 


rat We see eite. hm. 2hdays| Hagerstown j ‘3 
4. NAME DF HOSPITAL OR INSTITUTION Gf not tn hospital, give street address) || d. STREET ADDRESS 6. TS RESIDENCE 
Springfield State Hospital 1631 Salem Avenue ves] wot 


3, NAME DF First Middie Last 4, DATE Month Da Year 
DECEASED C 


(Type or print) Rhoda Jane Loudin DEATH 9 30 19 65 


5, SEX &. COLOR OR RACE] 7, wARRIED [-] NEVER MARRIED [-] | & DATE OF BIRTH 9. ABE (i years [FUNDER YEAR F UNDER AHR, 
Months | Days | Hours | Min. 
female white | wiowenp DIVORCED (-] 6/21/82 Wai omalee | oe 


10a. USUAL OCCUPATION (Give kind of work done| 10b. ay OF BUSINESS) OR TL. BIRTHPLACE (County & State, or foreign country} | 12. SOMO WHAT 


as 


Pages 1 and 2 


, within 72 hours after deat! 


mpNtely filled in by the funeral 
jon papers. 


lease rem 


pay life, even If retired) oP OPAL: West Virginia USA 


13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 


John Lowis unknown 


15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOCIALSECURITY NO. | 17. INFORMANT Address 
(Yes, no, or unkown) | {If yes pive war or dates of service) 


no unknown Springfield Hospital records--Sykesville 


18. CAUSE DF DEATH [Enter only one cause per line for (a), (b), and (c).] INTERVAL BETWEEN 


ONSET AND DEATH 
PART |. DEATH WAS CAUSED BY: 
/ IMMEDIATE CAUSE (a) Myocardial infarction s 


DUE TO 
Conditions, if any, which oy Arteriosclerotic cardiovascular disease years 
eRe Tiss tO mmedtetal TUE TO. crocytic anemia months — 


cause (a), stating the 
underlying cause last, o Generalized arteriosclerosis years 


PART II. HERS Sn ea ONDITIDNS CONTRIBUTING TO DEATH BUTNOT BELATI Be THETERMJNAL DISEASE C, Cy pe ee 19, WAS AUTOPSY 
hronic b n syndrome associa ea w. sen. hicy SE sea PERFORMED? 


yes[] No [3 


-transit permit. Then 


ie 
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2Da, ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part I of item 18. 
OR CONTRIBUTING [] CAUSE OF DEATH : Le) : 
(IF EITHER, NOTi| EDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 200. PLACE OF INJURY (Home, farm,| 20f. (Clty or town) (County) (State) 
Hour a.m. while one While factory, street, office bidg., etc.) 
p.m. 19 at work [_] at work O 


21. I certify that $8 (this hospital) attended the deceased from. that QF (we) last 
saw the deceased alive on. 0, 965, and that death occurred ei from the causes and on the date stated above. 


Za. SYQNATURE i: DATE SIGNED 
MED. STAFF 
ZH o. PN] Dintctor C] pas 1} 9/30/65 


nt bod. 22d. ADDRESS Springfield State Hospital 
NAME (TYP!) WeteG Ne uyukunsal, M.D. rious ‘ 
YO 


23a. peWOVAC GregAD | > 2b. yy, gh 23c,, NAME OF QEMETERY OR OREMATORY | 23d, LOCATJON {Clty, town or county) Mi va 
pechsy. ZA ,, bh 
5 CTOR a. get BY a ek 3 25D. SRERISTRAS ihe 
VR A15 (4) CF. 7G PP, 
15M 4-64 ie mee L “¢ 


MEOICAL CERTIFICATION 


Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician an 


director, page 3 should be detached for use as the bur! P ; 
should be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


ok 


M 


apers. Pages 1 and 2 
‘ within 72 hours after death. 


ely filled in by the funeral 
Pi 


on 


or removal, and in any e 


transit permit. Then please rem 
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or attending physician. 
After this certificate has been signed by the attending physician and 


d with the State Dept. of Health prior to burial, cremation, 


TO HOSPITAL OR ATTENDING PHYSICIAN: The 
director, page 3 should be detached for use as the buri 


Page 4 may be retained by the hosp! 
should be file 


TO FUNERAL DIRECTOR 


VR A15 (4) 
15M 4-64 


MARYLAND STATE DEPARTMENT OF HEALTH 
y ais AS[ON OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 


ar poe DEATH 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admission) 


a 
3 . STATE» b, COUNTY 
Carroll yarn i Maryland Carroll 
b. CITY DR TOWN (If outside corporate limits, ¢. LENGTH DF STAY IN 1b || c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
write RURAL and sive nearest town) " 
er 25 yrs Westminster 


westmins 
& NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street address) || d. STREET ADDRESS 2. 1S RESIDENCE 
79 Washington Road 79 Washington Road ves] nof] 
NAME OF First Middle Tast @. DATE Month Day Year 
DECEASED DF 
vEATH Sept. ai, 1965 


(Type or print) FLORENCE HELEN Mac LAUGHLIN 
5. SEX 6. COLOR OR RACE | 7. MARRIED [-] NEVER MARRIED[] | & OATE OF BIRTH S.-AGE (in years IF UNDER 1 YEAR [IF UNDER 24 HRS, 


F last birthday) . 
female white winowen] —oworcent-]| Nov. 3, 1895 09 =< etl Ri Mali 


10a. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR IL. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
during most of working life, even If retired) INDUSTRY COUNTRY? 
U.S.A. 


housewife Detroit, Michigan 
13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 


Harry E. L'Hote Hannah Barton 


3218 westside court 


15. WAS DECEASED EVER IN U.S. ARMEDFORCES? | 16. SOCIALSECURITYNO. | 17. INFDRMANT 
John D. ItHote Bloomfield Hills, Mich. 


(Yes, no, of unkown) ee en 


MEDICAL CERTIFICATION 


18, CAUSE OF DEATH [Enter only one cause per IIne for (a), (b), and (c).1 INTERVAL BETWEEN 


ONSET AND DEA‘ 
PART 1. DEATH WAS CAUSED BY: a 
IMMEDIATE CAUSE (a) eS A- 2) (drm <4) ol far 
We) 
‘ue DUE TO Zorpo*, = 
Conditions, if any, which 


gave rise to Immediate @) 
cause (a), stating the DUE TO 
underlying cause last. (o) 


PART IT. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASECONDITION GIVEN INPART 1(a)  |19. Ea 


ves] NO 


20a. ACCIDENT WAS UNDERLYING ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Pert I! of Item 18.) 
OR CONTRIBUTING [7 CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
Hour a.m. While ot While factory, street, office bidg., etc.) 


p.m. 19 at work L_] ike work LJ 
21. I certify that (I) (this hospital) ded the deceased-from. few. that (I) (we) fast 
saw the deceased alive ot os O96, and that deat , from the causes and on the date stated above. 
22a. SIGNATURE 22b. DATE SIGNED 
ATTENDING MED. STAFF | 
"f, PHYS. pirector CL] Pays. (1) 


2. M.D. ee 
= I leu BE [SSS Z MBa Phe PB 


232. BURIAL, CREMATION | 23b, "DATE THEREOF ac. NAME OF CEMETERY OR CREMATORY 2ad. LOCATION (City, town or county) ‘Gtate) 
pecify, . = 2 - 2 ¥ 
easy 9/23/65 Arlington Nat'l. Cem. Arlington, Virginia 


24. FUNERAL DIRECTOR ADDRESS 25a. REC'D BY REGISTRAR] 25b. REGISTRARS SIGNATURE 
‘2 igen py leprae, FAk | SEP 24 1964 [Chole Yudge 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 152943 
ay Ae op ee 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admlssfon) 
Carroll Ruitie a. STATE Maryland r Pr USS! Tag 


b. CITY OR TOWN (If outside corporate limits, ¢. LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
write RURAL and give nearest town) 


Rural--Sykesville lm. 28days || <GQOGNNRER Hillcrest Heights “i 


d. NAME OF HOSPITAL OR INSTITUTION (if not In hospltal, give street address) || d. STREET ADDRESS 6. Ea iyaldng? 


'|Springfield State Hospital -- 5513- Parkway 5.E. ves} no be) 
First Middle Last | 4. ~ af Month Day Year 


(Type or print) Olive Elinor Maines DEATH 9 29 1965 


5. SEX 6. COLOR-OR-RACE | 7, ManRieD [-] NEVER MARRIED[]| & DATE OF BIRTH 8. AGE (in years ieee = dah 
| r | 5 


female white WIDOWED [] vivorced{} | 2/19/89 76 ows. 


10a. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR TL. BIRTHPLACE (County & State, or forelon country) | 12. CITIZEN OF WHAT 
during most of working life, even If retired) INDUSTRY COUNTRY? 


cashier Pennsylvania USA 
13, FATHER’S NAME 14. MOTHER’S MAIDEN NAME 


John Sipes Ida Betts 
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SDCIALSECURITYNO. | 17. INFORMANT Address 
(Yes, no, or unkown) | (If yes give war or dates of service) 
no 577-26-6897| Springfield Hospital records--Sykesville 
18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (¢).] INTERVAL Eee] 


ONSET AND 
ue PENTNMEDIATE CAUSE (0) Bronchopneumonia 8 


\ DUE TD 

Conditions, If any, which ) Diabetes mellitus 
gave rise to Immediate DUE To 
cause (a), stat th 

erieelag atta @___ Generalized arteriosclerosis 


ie 11. OTHER SIGN) FICANT CONDITIONS CONTRIBUTING TO DEATH BUT NQT RELAY ED TOTHE TERMINAL D|SEASE CONDITION GIVENINPART 1(a) |19. WAS AUTDPSY 
‘Ehvonse rain syndrome with cere ral arter. oselerosis with PERFORMED? 


yves[] No >) 


lease remo 
and in any @ven 


pI 


. Then 


cremation, or removal 


ial-transit permit 


should be filed with the State Dept. of Health prior to burial, 
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ficate has been signed by the attending physician and 


, page 3 should be detached for use as the bur 


20a. ACCIDENT WAS UNDERLYING Ee. 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOT! EDIGAL EXAMINER) 


20¢. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 206. PLACE OF INJURY (Home, farm,) 20f. (CIty or town) (County) (State) 
Hour a.m. While factory, street, office bldg., etc.) 


Not While 
p.m. at workL_] at work ‘i 
21. | certify that %) {this hospi) attgpded the deceased from. 190 to_9/29/ , 1965, that tt (we) last 


saw the deceased alive o 1965 _, and that death occurred ai roth MB tauses and on the date stated above. 
22a, SIGNATURE 226. DATE SIGNED 


so AES Cyr . wo. PHYS °C] Biktetor ]_ PHYS. 9/29/65 
es peaeere gay net ieze State Hospital 
sykesville, Maryland 


20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part I or Part II of Item 18.) 


After this cert 
MEDICAL CERTIFICATION 


22c. NAME Cpe 
ype) 
Suha Ozgun, M.D, ar 
23a. pee ueep” | 23b. DATE THEREOF 23c. NAME OF CEMETERY OR GREMATORY 23d. LOCATION (City, town or county) (State) 
Hs ee 
ur 


Oct. 2-1965 | Cedar Hill Cemetery Suitland, Maryland 


% 24, sme Be tro ADDRESS 25a. REC’D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 
VR A15 (4) \\ R Sinmons Bros. 1661- Good Hope Rde SEe Wash.DO,, () ite VOliarbg 
15M 4-64 ———— 


Page 4 may be retained by the hospital or attending physician. 


10 FUNERAL DIRECTOR: 


TO HOSPITAL OR ATTENDING PHYSICIAN: 
director, 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, ag 
. v2 


% CERTIFICATE OF DEATH 4 


1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institutlon: Residence before admlséion) 


oe Carrell wanvano || SE Maryland = °°°'NY Montgomery 
b. CITY OR TOWN (If outside corporate limits, ©. LENGTH OF STAY IN 1b || c. CITY OR TOWN (if outside corporate limits, write RURAL and give nearest town) 
Rural-dykeeville 35y. 19days || Chévy Chase 1%. 
d. NAME OF HOSPITAL OR INSTITUTION (If not In hospital, give street address) || d. STREET AOORESS ®. 1S RESIOENCE 
Springfield State Hospital 107 W. Underwood Street vesL] noP} 


3. IME a First Middle Last 4, DATE Month Day Year 
(Type or print) Marjorie E. Mason DEATH 9 22 19 65 


5. SEX 6. COLOR OR RACE | 7, waRRIED [-] NEVER MARRIED &] | ® DATE OF BIRTH 3 AGE (i Yeas [IFUNDER 1 YEAR [F UNDER 24S, 
: ay) Months | Days | Hours ) Min. 
female white wivowen [-] _pivorceo | 7/05/03 62 yi, lex | 


10a. USUAL OCCUPATION (Give kind of workdone| 10b. KIND OF BUSINESS OR ‘11. BIRTHPLACE (County & State, or forelgn country) | 12. CITIZEN OF WHAT 
aoe most of workigg life, even If retired) INDUSTRY COUNTRY? 
ousewo: Washington, D.C. USA 
13. FATHER’S NAME 14. MOTHER'S MAIOEN NAME 
Charles A. Mason Slesson 


15. WAS DECEASED EVER INU.S. ARMEDFORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 
(Yes, no, or unkown) | (If yes give war or dates of service) 
no none Springfield Hospital records--Sykesville 
18. meh ye NE li si cause per Ilne for (a), (b), and (c).3 pie eed 
"OS" IMMEDIATE CAUSE (2) Cerebrovascular accident 
7 f DUE TO 
Conditions, If any, which @) Arteriosclerotic cardiovascular disease 
gave rise to Immediate 


, stating th OUE TO 
Facet ine beast ha Generalized arteriosclerosis 


PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUTNOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN INPART1(a) 19. ie ene 


Schizophrenic reaction, hebephrenic type. Yes [7] _No 


20a. ACCIDENT WAS UNDERLYING E. 20b. DESCRIBE HOW INJURY OCCURREO. (Enter nature of Injury In Part J or Part I! of Item 18.) 
OR CONTRIBUTING [7] CAUSE OF DEATH 
(IF EITHER, NOTI EDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm,| 20f. (Clty or town) (County) (State) 
Hour a.m. while Not While factory, street, office bidg., etc.) 


p.m. 19 at work [_] at work O1 
21. | certify that % {this hospital) attended the deceased fr 19_30, t that OF (we) last 


saw the deceased ative on__9/22/ 19 65. and that death occurred at_LO’@5trom the causes and on the date stated above. 


22a. eas 7 22b. DATE SIGNEO 
Swill C+ Chee de, uo. MEO C Sinn CBE pa 9/22/65 
22c. NAME COPE) gy rill G. Cheek M.D ee ADDRESS pringfie tate Hosp tal 
er. a eee eee gies Sykesville, Maryland —______ 


23a, BURIAL, CREMATION,| 23b. DATE THEREOF 23¢. 


» NAME OF CEMETERY O! a 23d. LOCATION, (City, town or county) (State) 
tee, Z = #2 g = Lie Hil 25a. 4 ihe 3 ba cad. OO, 
wuse |! Leachvdocs Pyle Zid) |S? EWS forts Jacge 


15M 4-64 


oak 


| 


within 72 hours afte dedi 


etely filled in by the funeral 
bon papers. Pages 1/4nd 2 


withi 4 hours after death. 


pl 


S 


The law requires that the death certificate be 


MEDICAL CERTIFICATION 
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TO HOSPITAL OR ATTENDING PHYSICIAN: 


rd 


TO HOSPITAL OR ATTENDING PHYSICIAN 


1 


in 24 hours after death. 


i 


The taw requires that the death certificate be executed wi 


Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician and com 


15M 


VR A15 (4) 
464 Vi 


\p MARYLAND STATE DEPARTMENT OF HEALTH 
M apse OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


am 
= CERTIFICATE OF DEATH Lugds 
228 a ne Se 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admission) 
Eom : Carrell nm a. STATE Maryland b.couNTY Allegany / 
3 Sis b. CITY OR TOWN (if outside cor; rie limits, ¢. LENGTH OF STAY IN 1b || c. CITY OR TOWN (if outside corporate limits, write RURAL and give nearest town) 
BE 2 R al rite see e; a te town 4 9 B rural » 
53 ural--Sykesville m. 9Jdays arton OLX. 
3s na d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) || d. STREET ADDRESS cs Is RESIDENCE 
2ean 2 Othe YT, 54 
Sey Springfield State Hospital Route #1 ves] nol 
14 5. RAMEOE First Middle Last 4. DATE Month Oay ~~ Year 
a2 {iype or Print) Mary Christina McMillan disrs 9 319 65 
2 s 5. SEX 6. COLOR OR RACE 7, MARRIED [ ] NEVER MARRIEO[ ]| ® DATE OF BIRTH 9. AGE nee rer ee jasc 
jonths a! jours: le 
e 4 female white WIDOWED |] DIVORCED PX] 3/11/1900 65 yrs. | = | 
Se 10a. USUAL OCCUPATION (Give kind of workdone| 10b. KIND OF BUSINESS OR Ti. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
Sa during most a syed. ife, even If retired) INDUSTRY oh pan 
85 unemp Maryland v 
a 13. FATHER’S NAME 14. MOTHER’S MAIDEN NAME 
=e Wiievown- Prebk Green Clark , Ellen 
ait ALCS pisparn hee ERAT EngES 7 16. SOCIALSECURITYNO. | 17. INFORMANT Address 
—o of unkown: ‘yes give war or dates of service. 
Eo “ae” | none Springfield Hospital records--Sykexville 
Ss 
== 18. CAUSE DF DEATH [Enter only one cause per line for (a), (b), and (c).J ey a 
eg E PART 1. OEATH WAS CAUSED BY: Toxemia due to d bit ul ae END IBES 
s§ IMMEDIATE CAUSE (a) + OX@! e ecubitus ulcers ays 
ous 
QUE TO 
Conditions, If any, which Gram negative kidney infection months 


gave rise to Immediate 
cause (a), stating the QUE TO 
underlying cause last. (c). 


Fs Che I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUTNOT RELATED 10 THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a) 19. pees 
‘3 

5 brond ain e@ with cerebral arteriosclerosis with 

= Gr BE oRRsT one yes [} No XJ 
| 20a. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURREO. (Enter nature of Injury In Part I or Part II of Item 18.) 

© | OR CONTRIBUTING [] CAUSE OF DI 

© | (IF EITHER, NOTI JEDICAL EXAMINER) 

3 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 200, PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
‘= ll, Not While factory, street, office bldg., etc.) 

= at work[_] at work (_] 


58a, Pome -9/3/— 1965_, that 3 (we) fast 
Kat death occurred ato OOM, trom the causes and on the date stated above. 


| 22b, DATE SIGNED 


) aeons MED. STAFF 6 
: ie So ee eta tate Genehtal 


Sykesville, Maryland 


21.1 certify that (this gi ae the ‘< gent from___4/24/ 
saw the deceased alive 0! 


2c. PI IC LAN’. 
NAME (Type) 


director, page 3 should be detached for use as the bur! 
should be filed with the State Dept. of Health prior to burial, 


23a. BURIAL ra | * =" ay NAME OF ZEMETERY OR CREMATORY = LOCATION (City, town or county) - 
| Laurel’ Till Moscow Mills iM 
ir 
ADORESS 


25a. SEP fo TOO RCo Be 
aie 7 


Westernport, Md,. 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


11873 CERTIFICATE OF DEATH 59 


—T 


ma 


hin 24 hours after «Ss 


J 

$ Ww det: DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence, balére admission) 
2 = a. ST, b. COUNTY 

3 CARROLL ae Gull LAW O Co 2ROLL 
et b, ene! dee Ki outside corporate limits, ¢. LENGTH OF STAY IN tb ry YY OR WN, outside corporate limits, | write RURAL and give nearest town) 

: Dy OL “WES ES Tr 

: kis ts ECTMINGER ZYEA L —§ WESTMINSTER _ 
3 oe. IS RESIDENCE 


NAME OF HOSPITAL ies a od {if not in hospital, give street address) . ‘e 4 U 12] 


oA 26] Rovte” 2 Gor BoF ie 


YES oF] 
3 Pats OF “First Middle Ci shh ‘DATE Month Year : 


timer JAMES WILLIAM MULLI WIX Bian SEPT 20 hs” 


5. SEX 6, COLOR OR RACE/7, ARRieD [EY NEVER MARRIED [| & DATE OF aintH 9. AGE (In years [IF UNDER 1 YEAR) IF UNDER 24 HRS, 


AALIE |WHITE| wowor  ovoreoe| WOV 5 IGIG | erm |Mm| | ee | A 


Hours | Min, 
| 

10at_ USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | 11, tO “hp & State, or ee country) | 12, CITIZEN OF WHAT COUNTRY? 

done during most of working lite, 23 if 7 ie 


13. FATHER‘ ad LAE PALM LNG _ “4, HOW ALD ASR YLA WD us 
MiL-LARD | Bose Mult Leu ETHEL Lange BRUxXTow 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INE RED aR OSA 1s E Feeespy MY OL : 


{Yes, no, or unkown) | {If yes givewarordatesofservice) 2) y- 28-53 34 r E B >. W. e. & r MYA TE 4 At 


‘Is, CAUSE OF DEATH [Enter only one cause por line (a), {b), a and {c).] TWEEN 


mars oongeascaen, ODL) ry OTN OF KIDNEY | HEAT) 


/ x 


m 


plete: 


int, within 72 hours after death. 
= 


|, cremation, or removal, and in ©) 


=_ 
eae wes, that (I) (we) last 


ony the deceased from.. Fa 
, from ihe causes and on the date stated above, 


peat 


ECTOR: After this certificate has been signed by the attending physician and com 
rector, page 3 should be detached for use as the burial-transit permit. Then please remove carbon papers. Pages 1 and 2 should. 


ATTENDING PHYSICIAN: The law requires that the death certificate be executed, 


4 
Gy 
4 
£ 
a DUE TO 
a 
£ Conditions, if any, which (b) 
Bo gave rise to immediate cause —* = i= . —-~ fi. 
2 {a}, stating the underlying DUE TO 
a cause fast. {c) | 
ss z PART ll, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(s]| 19. WAS AUTOPSY 
ry SS SSS PERFORMED? 
= e 
$ < - — > ves [] no () 
2  ] 20a. ACCIDENT WAS UNDERLYING {] | 20b, DESCRIBE HOW INJURY OCCURED. (Enter nature of injury in Part | or Part Il of item 18,) 
° E ] OR CONTRIBUTING [] CAUSE OF DEATH 
£ G | (le EITHER, NOTIFY MEDICAL EXAMINER) 
fi = a —e 
ry S | 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 200. PLACE OF INJURY (Home, farm, » 20f. (City or town) {County} (State) 
Q ray Hour a.m. While __Not While factory, street, office bldg., etc.) | 
2 3 fas 19 at work [_] at work 
5 
o 
2 


21. 1 certify that (!} (this cP) tH 
saw the deceased alive anes Pr2e 


be filed with the State Dept. of Health prior to burial, 


@ 22a STONATURE Arron fe 22b, DATE 
awe - mp. | PHYS. DIRECTOR oO we qs Darq a 
5 i 22! (aris 2 224, ADDRESS Ri Ds LD RG 

a YY 
eet | payer TWELLIVER Mp. 'UelLee FOO 0 wp 
ge aie, BURIAL, CREMATION, | 238. DATE THEREOF ie NAME OF CEMETERY OR CREMATORY EB SM (City, town or county) (State) 

£ speci 

ate i .23,1965| Howard Chapel Long Corner, Md. 4 

VR AIS (4) IGNATU ‘ADDRESS 25, REC'D BY REGISTRAR |2Sb. REGISTRAR'S poqes 

15m 7/61 oy, Damascus, Md. oS EP 22 196 é erly Jecdg he 

a ae 
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1. wil 


in, 
icate has been signed by the attending physici 


s that the death certif 
director, page 3 should be detached for use as the burial-transit permit. Then please remove car! 


The law requi 


death. Page 4 may be retained by the hospital or attending physi 


TO FUNERAL DIRECTOR: After this cer! 


be filed with the State Dept. of Health prior to burial, cremation, or removal, and in any event, 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


VR AIS (4); 
20M 5-63 
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MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


| 29899 CERTIFICATE OF DEATH if 


1. PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased Ii 


1d, If institution: Residence before admission) 


a> COUNTY, a. STATE b. COUNTY 
_Garroll MARYLAND Mary and ___ Carrol1 = 
b. CITY OR TOWN (if outside corporate limits, ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
write RURAL and give naarest town) 
r) rw A Tan = ——— 
Jd. NAME OF HOSTAL OF INSTITUTION {if not in hospital, give street eddress) ) _ d. STREET ADDRE "ay @. 1S RESIDENCE 
! ON A FARM? 
Middle Street __|__27 George Street ee !_¥S DRO fg 
OF First Middle 4. DATE Month Day 
Pees 
ype or print] 
oe Clare Willis wid 1965 


5. SEX 6. COLOR OR RACE 


8. DATE OF BIRTH 


September 7, 1898 


10b. KIND OF BUSINESS OR INDUSTRY 


|_IF UNDER 7% HRS. 
last birthday) sential Days | Hours | Min. 


67 | 


Ti. BIRTHPLACE (County & Steta, or foreign country). 3 CITIZEN OF WHAT COUNTRY? 


Home Building Penna. a! U.S. A. = 


14, MOTHER'S MAIDEN NAME 


RMED FORCES? | 16. SOCIAL SECURITY NO.) 17. iNromunnee® Address a 
‘ordates ofservice) 
_No 


18. CAUSE OF DEATH [Enter only one causa par b= for OF tb), and Mrs, Alberta Null, Taneytowng 


; — 2 
. ‘ame? ET AND D) 
PART I. DEATH WAS CAUSED BY: aly on 
IMMEDIATE CAUSE (a)__[ [he ee Ayer EP Lane? | Faley Vibe « 


+ MARRIED Je | NEVER MARRIED [~] 


White wipoweD [} —_ivorceD [| 
TGs. USUAL OCCUPATION (Give kind of work 
done during most of working fife, even if retired) 


=; Garpenter 
13. FATHER'S NAME 


WAS DECEASED EVER IN 
no, or unkown} | (Ifyasg 


Vt Bacthes 
Conditions, if any, which (b) om, _AKe c£stet 34 
g8V0 risa to immediate cause . 7 io r i 
(a), stating the underlying { DUETO Ie a: : 
Oe ee a ed Bhi ad. 


z PART Il. OJHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH UT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART ila) 1. WAS AUTOPSY 
2 PERFORMED? 
5 See ee ves [] No 

© | 20a. ACCIDENT WAS UNDERLYING QO ' SCRIBE HOW INJURY OCCURRED. (Ente item 1B r 

A On CONTRIBUTING L-] CAUSE OF DEATH 20b. CRI (Enter nature of injury in Part | or Part It of item 1B.) 

U | (IF EITHER, NOTIFY MEDICAL EXAMINER) 

§ | 20c. TIME OF INJURY Month, Day, Year | 20d, INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm,’ 20f. (City ortown) —~=—«(County) (Stete) 
3 Madrasa While __ Not While factory, street, office bldg., etc.) | 

3 nie 19 at work [] at work [_] 


21. 1 certify that (I) (this hospital) attended the deceased_from...(.4¢ aoe Ae 192.7 to. cf a= , 19faS that (1) (we) last 
saw the deceased alive on... uae ald. aX and that death occurred em, from the causes and on the date stated above. 


22s. SIGNATURE Pr xt hte 2p. DATE 
Al 
Se mp, | PHYS. aie ae DD Ps. SE 
2c. PHYSICIAN 224, ADDRESS— = 
NAME (Type) PR. sox M a Vat ah 


23a, BURIAL, CREMATION, | 23b. DATE THEREOF 23c. NAME OF'CEMETERY OR CREMATORY ioe LOC, 


REMOYAL one ci 
Oct. 2, 1965 | Lutheran Cemetery 


24 FUNERAL DIRECTOR'S SI; TURE) . ADDRESS: 
7 
C.0.Fuss & sprint. di 


ION {civ town or county) “Sata 


Taneytown, Marylang@ = = 
OEP . a oe REGISTRAR'S SIGNATURE 


bon papers. Pages 1 and 


f completely filled in by the funeral 
P jove carbon p 
|, andffany event, within 72 hours after death. 


transit permit. Then 
cremation, or removal 


should be detached for use as the bi 


page 3 
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should be filed with the State Dept. of Health prior to burial, 
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MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


118874 CERTIFICATE OF DEATH fe 


1, PLACE DF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admalssion) 


a. CDUNTYG rro a. STATE | r b. COUNTY Ky, v 
a 11 sine faryland Montgomery 


b. CITY DR TDWN (If outside cor; ext tom) Iimits, c. LENGTH DF STAY IN 1b || c. oy DR TDWN (if outside corporate limits, write RURAL and give nearest town) 
R. ee Sy ind give, town) B ethe d ‘ 
ural~ Sykesvi limo. 28d. ed pd 


a, NAME DF HDSPITAL DR INSTITUTION (if not In hospital, give street address) || d. STREET AOORESS : °. meaner 
Springfield State Hospital 2517 Hoover Street ves{_) nob 


3. NAME OF First idle vor, £88 4. DATE Month Day Year 
DECEASED Rebecca arb) oN Ned TL | Bry 9 5 4965 


5. SEX 6. CDLOR DR RACE | 7, maRRIED DI}| & DATE DF BIRTH 3. AGE (in years] iF UNDER i YEAR|IF UNDER 24 HRS. 
f 4 [1] Never MARRIED [} 7~11-88 ia inthées) | Months | Daye. | Hours | Min. 
‘emale white wipoweD [3 ——_ivoRceD [J] t_yts, 
1D2. USUAL OCCUPATION (Give Kind of work done = IND DE BUSINESS DR Ti. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN DF WHAT 
during met of workl ERED}? TRY, 7 ORE _ CDUNTRY? 
Ss} Washington, D.C, U.S.A. 


"Buyer 


13. FATHER’S: NAME 14. MDTHER’S MAIDEN NAME 
John “, Hodgkins Rebecca Elizabeth Collins 


15. WAS DECEASED EVER INU.S. ARMEDFORCES? | 16. SDCIALSECURITYNO. | 17. INFORMANT Address 
(Yes, no, of unkown) | (If yes give war or dates of service) 


no 578~2-0703 | Springfield Hospital Records, Sykesville, Mi 


18. CAUSE OF DEATH ly INTERVAL BETWEEN 
E OF DEATH [Enter only one cause per line for i (b), and (c).J AReeY aN) DEATH 


PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (2) Cute Comu ey Hyrrow. bras Dat haa 


gave rise to Immediate 
cause (a), stating the ( QUE TO 
underlying cause last. (c). 


PART I. DTHER SIGNIFICANT CDNDITIONS CONTRIBUTING TO DEATH BUT NOT RELATEO TO THE TERMINAL DISEASE CDNDITIONGIVEN INPART l(a) |19. ae Au ai 


ves [] ND Bal 


DUE TO ben: ‘ 
Conditions, If any, which o) Art tis Sere Cardio vascular an wase bs EF 


2Da. ACCIDENT WAS UNDERLYING ‘2Db. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury In Part I or Part I! of Item 18.) 
DR CDNTRIBUTING [7] CAUSE OF DEATH 
(IF EITHER, NDTI EDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 200. PLACE OF INJURY (Home, farm,| 20f. (CIty or town) (County) (State) 
while Not White factory, street, office bidg., etc.) 
19 at work[_] at work 
ig hospital) attended the deceased from___=7 , 19.65 pit. Qm5—, 19-45, that (0) (we) last 


19.65 __, and that death occurred ate 10M, from the causes and on ie date stated above. 
22a. SIGNATURE 4 22b. DATE SYGNED 


ATTENOING MED. STAFF 
M.D. PHYS. [| _DIRECTDR PHYS. Gjs[oS 


2c, PHYSICIAN'S rs. ADDRESS Springfield State Hospital 


MEDICAL CERTIFICATION 


NAME (¥P®) Alberto D. Arengo 3 z 
23a. aud eT, 23b. DATE THEREDF 23c. NAME OF CEMETERY OR CREMATORY 23d. TDCATION (City, town or county) (State) 


URTAR” | Qe6m65 MI OLIVET CEMETERY WASHINGTON, D.C 


24. FUNERAL DIRECTOR A ADDRESS WASH sDeC «| 25% REC'D BY REGISTRAR | 25b. REGISTRARS SIGNATURE 


FRANCIS J. COLLINS 3821 14TH. ST. NeWe| omeSFP 8 fObonbeg Sedge 


ician, 
igned by the attending p! 


page 3 should be detached for use as the burial-transit permit. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hours after 
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death. Page 4 may be retained by the hospital or attending phys 


TO FUNERAL DIRECTOR: After this certificate has been si 


carbon papers, Pages 1 and 2 sh 
nt, within 72 hours after death. 


Then please 


with the State Dept. of Health prior to burial, cremation, or removal, and in an} 


director, 


be filed 


5-63 


Zz (Specify), 
\ 24 FUNERAL<DIRECTOR’: 


ye ais (4) \ 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


| _ 1171889 CERTIFICATE OF DEATH 15249 


1. PLACE OF DEATH 2, USUAL RESIDENCE (Whare dacoasad lived, If institution; Rasidence before admission) 
a. COUNTY @. STATE b. COUNTY 
MARYLAND 
b. CITY OR TOWN (if outside corporate limits, ¢. LENGTH OF STAY IN 1b ©. SHY OR TOWN [If outside corporate limits, write RURAL and giva naarast town) 
rite RURAL ang give naarast fowl) y t X 
NAME OF HOSPITAL OR INSTITUTION (if no! in hospital, give street addrass) , 4. STREET ADDRESS oe ey e. 1S RESIDENCE 
/ ON A FARM? 
m yes [_] NO 
TAME OF > Ti = ~ Middle a 4, DATE “Month Day ~ Year 
RECEASED, ' OF 
'ypa or prin VA, AL, e DEATH 
_ ee ANIL WE E4 FE __Osrgler Sept. _13, 9 


IF UNDER 24 HRS. 
Hours Min. 


B. DATE OF BIRTH — IF UNDER 1 YE. 


"Months “Days 


6. COLOR OR RACE 


9. AGE (In yoors 
igs birthday) 
ay 
12. CITIZEN OF WHAT COUNTRY? 


7 BIRTHPLACE a. or foreign country) 
7 id ZS A. 
y) 14, MOTHER'S MAIDEN NAME 7 7 
Bx Crglon 2. Celle 


- WAS DECEASED EVER IN » ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT Address 


me ee re /?-20-FHeP Tt. f ZL. ps, li mh . ¥ VB 2 &y, oof 


7. MARRIED [_] NEVER MARRIED |] 


wipoweD [2}-—~ pivorcep [] 


1Db. KIND OF BUSINESS OR INDUSTRY 


obs 


1Da. USUAL OCCUPATION (Giva kind of work 


dong ring most of Wosgin life, evan if ratirad) 


1 


18. CAUSE OF DEATH [Enter only ona causa par lina for (a), (b), and (e),] TAAL E 


OMSET ANO DEATH 
PART I. DEATH WAS CAUSED BY; - | 
IMMEDIATE CAUSE (a)___ ACCute coronary thrombosis 


DUE TO 
Conditions, if any, which (b) Dec. 1964 
gave rise to immadiate cause pile a 4 - | ay 
{a), stating the underlying ut 
causa tas, te) | Sept. 13,65 

3 PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(e)/ 19. WAS Aurorsy 

Fs Ne Ia ERFORMED’ 

fi yes [} No [] 

= eee Ne SO ER I ENE 2Db, DESCRIBE HOW INJURY OCCURRED. {Entar nalure of injury in Part | or Part Il of itam 18.) 

& |{IF EITHER, NOTIFY MEDICAL EXAMINER) 

an = = — 

G | 20c. TIME OF INJURY “Month, Day, Yaar | 2Dd. INJURY OCCURRED | 2Da. PLACE OF INJURY (Heme, farm, 2Df. (City or town) (County) (Siete) 

ai ifr ioesrn While __ Not While factory, streal, offiea bidg., atc.) | 

= sath 19 ai work [_] at work [7] } 

21. I certify that (I) (this hospital) attended the deceased from........VES ry 19.06 Ossie Septas..13., 19.65, that (I) (we) last 


Septs..135...19...05, and that death occurred a®..A..M, from the causes and on the date stated above. 


ATTENDIN® MED. STAFF ht SOED 
os Ve mp. | PHYS. pirector [] pHs. [] Septe 16, 1965 


22d. ADDRESS 
Romande, Helis MeeM J... | 3 Sykesville, Maryland... . ae oe 
23e. BURIAL, CREMATION, | 23b. DATE THEREOF 


Phe- y '— M ETERY OR CREMATORY ce 


234,10 i Ze Vy if. 
56) Hace: ‘ - isa BY mtse6 ro care; 4k. 


22c, PHYSICIAN'S 
NAME (Typs) 


TO HOSPITAL q AS PHYSICIAN 


The law requires that the death certificate be executed within q hours after death. 


Page 4 may be retained by the hospital or attending physician. 


TO FUNERAL DIRECTOR: After this certi 


ing 


completely filled in by the fu 


ysi 


ficate has been 


ed by the attending ph 
-transit permit. Then 


ve carbon papers. Pages 1 aj 


and in any event, within 72 hours after d 


leas 


director, page 3 should be detached for use as the bi 


f 


, cremation, or removal 


should be filed with the State Dept. of Health prior to buri 


€)) 


re 
‘ 


NY 
VR A15 (4) » 
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MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, gs sal 


11883 ; CERTIFICATE O ; 
EW) OE OE ee oe Tived, If institution: x 2200) 


1. PLACE OF DEATH Residence before admissign) 
a. COUNTY 


a, STATE b. COUNTY e 
Carroll MARYLAND Maryland 
b. CITY OR TOWN (If outside corporate limits, ¢. LENGTH OF STAY IN 1b ||"c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
write RURAL and give nearest. town) 
(Rural) Sykesville 24y 6m 18a Baltimore Cit Zaa/ 


d. NAME OF HOSPITAL OR INSTITUTION (If not in hospital, give street address) |) d. STREET ADDRESS 8. pep tee ee 


Springfiela State Hospital 647 W. Fayette Street | vesL) not 
eo First Middle Last 4. a Month Day Year 
(ype or print) Frank (NMN) Pelochino | DEATH 9 5 19 65 

5. SEX 6. COLOR OR RACE | 7, MARRIED MARRIED & DATE OF BIRTH 9. AGE (In years |IF UNDER 1 YEAR|IF UNDER 24 HRS. 

d [1] NEVER MARRIED [ye] last DI birtha day) Months | Days | Hours | Min. 
male white WIDOWED [] pivorced{}| 9=?—1884 yrs. | 

10a, USUAL OCCUPATION (Glvekind of workdone| 105. KIND OF BUSINESS OR TL. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 

during most of working Ilfe, even If retired) COUNTRY? 

borer es Italy J Italy 
13. FATHER’S NAME 14, MOTHER'S MAIDEN NAME 
Antonio Pelochino Maria Rogero 
15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16, SOGIALSEGURITYNO. | 17. INFORMANT Address 
(Yes, no, or unkown) ae eS 
Unknown Unknown Hospital Records 
18. CAUSE OF DEATH {Enter only one cause per line for (a), (b), and (c).1 INTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: ay us = 4 ONSET ab DEATH 
: IMMEDIATE CAUSE (a) Heart Failure weeks 
HJ00 DUE TO 
Conditions, If any, which o_Arteriosclerotic heart disease ! — 
gave rise to Immediate 


cause (a), stating the f DUE 70 
underlying cause last. 


(c). 
PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOTRELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a) 


Schizophrenic reaction, paranoid t 


20a, ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part 1 or Part II of Item 18.) 
OR CONTRIBUTING [) CAUSE OF DI 
(IF EITHER, NOTI EDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year 
Hour 


19. WAS AUTOPSY 
PERFORMED? 


Yes [] No i) 


20e. PLACE OF INJURY (Home, a 
factory, street, office bidg. 3) 


20d. INJURY OCCURRED 


While Not While 
at work et work | 


21.1 4 that #) (this hospital) attended the deceased from__2=17 _, 19. OR, SERGE that %) (we) last 
saw the deceased alive o 19_65_, and that death occurred a Capen. ess causes and on the date stated above. 


22a. SIGN v's DATE SIGNED 
LY ATTENDING MED. STAFF 

vA Willa mp. pays. {1 _pirector (] Pus. bd| 9-7-1965 

22c. NAME an 22d. ADDRESS 
‘ype! 
Konstantin Weber, M.D. Springfield State Hospital 
23a, BURIAL, CREMATION, 9. DATE THEREOF Fr yt OF CEMETERY ae paying 23g. LOCATION (City, town or county) state) 

Busey (Specify) 


“WOROS Freed lm Come: at 


Bug NERA eh i, , ADDRESS / 
y y 7D % 


20. (City or town) (County) (State) 


MEDICAL CERTIFICATION 


omeoEP 14 196 


ja. REC'D “t 4 106 wi ISTRAR’S SIGNATURE 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


ithin . hours after death, 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


ool 


‘2Da. ACCIDENT WAS UNDERLYING 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTI! EDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year 


Hour a.m. While Not While 
p.m. 19 at work] Oo 


21. | certify that (I) (this hospite) att 


saw the deceased alive pI 
22a. SIGNATURE 


20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part I or Part II of Item 18.) 


20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, farm, 


20f. (City or town) (County) ‘Gtate) 
factory, street, office bidg., etc.) 


MEDICAL CERTIFICATION 


at work 
nged the deceased from. =l7= Pees t92- =O 19____, that (I) (we) last 
19____, and that death occurred at ' 2M rom the causes and on the date stated above. 


22b. DATE SIGNED 


en ee ee 
pik ADDRESS Springfield State Hospital 
pe eM 


4 — 
aos CERTIFICATE OF DEATH 1925) 
2= 3 1, PLACE DF DEATH 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admissjén) 
ar= a. COUNTY a. STATE b. coun - fi 
2738 Carroll MARYLANO Maryland Baltimore City 
“Oe b. GITY DR TDWN {if outside corporate Ilmits, . LENGTH OF STAY IN 1b || c. CITY DR TDWN (If outside corporate limits, wrlte RURAL and give nearest town) 
Bee write RURAL and glve nearest town) : 
ae Sykesville mos e7dyse Baltimore 520 | 
ney d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) || d. STREET AODRESS @. 1S RESIDENCE 
23r ON A FARM? 
Sas, Springfield State Hospital 606 Reservoir St. ves{_]_nof] 
oO se 3. NAME DF First Middle Last 4, DATE Month Day Year 
se DECEASED DF 

Se (Type or print) BERTHA L PILCHARD DeaTd SEPTEMBER 2h 19 65 

Se : . 

g = 5. SEX 6. COLOR OR RACE | 7, wARRIED [] NEVER MARRIED [-] | & DATE OF BIRTH 9. AGE (In years | IFUNOER 1 YEAR |IF UNDER 24 HRS, 
£o> Ay Whe a t birthday) Months] Days | Hours | Min. 

SEES F male White WIDOWED 7] oivorceo{]| 8-15-1877 me 

Oe Ae 10a, USUAL OCCUPATION (Give Kind of Work done] 10D. KIND OF BUSINESS OR TL. BIRTHPLACE (County & State, or foreign country) ) 12. CITIZEN OF WHAT 

‘2 3 3s during most of working life, even If retired) INDUSTRY y A COUNTRY? 

Bas None West Virginia U.S.A 

2 ese None ] coe 

s = 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 

2 ac$ 

= wee J Unk 

¢ SEE Unk. nke 

$s 2.5 15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT ‘Address 

= Zee (Yes, no, or unkown) | (If yes give war or dates of service) s 3 ‘ 

3g BES No Unk. Records, Springfield State Hopital 

a = ae 18. CAUSE DF DEATH [Enter only one cause per line for (a), (b), and (c).] INTERVAL BETWEEN 

Soa RES PART |. OEATH WAS CAUSED BY: Bilateral PBroncho Pneumonia One gn 

eSo8S 4 ghee CAUSE (a) 

£5 32 _ f 2 : a * Ds v 

23 Bs s 7 DUE TO Arteriosclerotic Cardiovascular Dise*se Years 

g2e5 S Conditions, If any, which 0) 

sate gave rise to Immediate = Z : ra 

22 35. cause (2), stating the ¢ DUE TO Generalized Arteriosclerosis Years 

AG mae underlying cause last. (0) 

Be 258 PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO OEATH BUTNOTRELATEO TO THE TERMINAL DISEASECONOITIONGIVEN INPART 1(a) |19. WAS AUTOPSY 

= pot CG i ‘ i i PERFORMED? 

2. 2ge CBS assoc. with senile brain disease, with psychotic reaction Fe 

ES ars Yes fx] No [} 

sae eonr 
S 
ed 
s 
a 
2 
B 
a 
2 
EI 
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ES 
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ie, pas i 
NAME (I¥P2) Octavio A» Ruiz, M. D. 


23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMAPORY 23d. LOCATION (City, sown or county) (Ss 
. ££ Ss “a 4 : 
ADDRESS: Fi 25a. REC'D BY REGISTRAR | 25b. bag SIGNATUR! 
aA 
pa EP 28 196. s ‘onthe 
2D ye 


23a. BURIAL, CREMATION, 
MOVAL (Specify) 
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MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAN 9 
Vn 


43885 CERTIFICATE OF DEATH ; hie. 


5 agate tl 2, USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admission) 
a 


Carroll uaruno ||“ Maryland * Baltimore City 


b. CITY OR TOWN (If outside corporate limits, ¢, LENGTH OF STAY IN 1b || c. CITY OR TOWN (if outside corporate limits, write RURAL and give nearest town) 
write RURAL and give nearest town) 


Sykesville 8 days Baltimore Sool g 
&. NAME OF HOSPITAL OR INSTITUTION (IF not in Hospital, give street address) || G. STREET ADDRESS ADAP AQGIZL ALE Te. TS RESIDENCE 
Springfield State Hospital No fixed address ves(]_ nol 
. NAME OF First Middle Last | 4. DATE Month Day Year 


DECEASED pets SEPTEMBER 8 1965 


(Type or print) DANIEL LUTHER PUTMAN 
a COLO OF RACE 7. aang °., NEVER waRRIEDT ITS DARE Eros > 9. "AGE (in years ter oo | Hr | Me 


last Hours | Min. 


n ; day) | Months | Days 
Male White WIDOWED |] DIVORCED PX | +4 aOR TE yrs. | f 
10a, USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR TL. BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
INDUSTRY COUNTRY? 


during most of working life, even If retired) 
Maryland U.S.A. 


Carpenter 
13, FATHER’S NAME 14. MOTHER'S MAIDEN NAME 


Noah Putman Ida Ramsburg 
15. WAS DECEASED EVER INU.S.ARMEDFORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 


(Yes, no, o unkown) | (Ifyes give war or dates of service) % 4 J 

No Unk. Records, Springfield State Hospital 

18. CAUSE OF DEATH [Enter only one cause per IIne for (a), (b), and (c).7 Le 

PART |. DEATH WAS CAUSED BY: ‘ 
; ~ IMMEDIATE cause (a) Nephrosclerosis and _ Years —___ 

eA DUE TO 4 
Conditions, If any, which m_Arteriosclerotic cardiovascular disease Years 
gave rise to Immediate DUE TO 
cause (a), stating the s 
underlying cause last. ) Generalized arteriosclerosis Years 
PART I]. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASECONDITION GIVEN INPART I(a) 19. WAS AUTOPSY 
oa assoc. with senile brain disease,yith psychotic reaction gas 


n pee ves [] No 
20a. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part I! of Item 18.) 
OR CONTRIBUTING (7) CAUSE OF DEATH 
(IF EITHER, NOTI JEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 206. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
Hour a.m. While Not While factory, street, office bldg, etc.) 


Aus 19 at work at work 
21. | certify that (} (this hospital} attended the deceased fro c 19___, that (I) (we) tast 
i 19____, and that death occurred at tn the causes and on the date stated above. 


MEDICAL CERTIFICATION 


PL 22b. DATE SIGNED 
ATTENDING MED. STAFF 

hc WALL é puys, (1 _pirector (1 PHys. ~8-6 

‘SICIAN'S ag ADDRESS Springfield State Hospital 


2c. PI 
NAME (yp) Julian Radzykewycz, M. D. 
23a, BURIAL, CREMATION,| 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 


a FOO CET lhe omfg 
els wana 


‘ 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


MEDICAL EXAMINER'S CERTIFICATE OF DEATH 10208 


2. USUAL RESIDENCE (Where deceased lived, If Institutlon: Residence before admission) 
a, STATE b. COUNTY 
MARYLAND Maryland Carroll 


b. CITY OR TOWN (if outside corporate limits, c. LENGTH OF STAY IN 1b | c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
write RURAL end give nearest town) 


Taneytown : ' Taneytown 
d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) fF STREET ADDRESS e. Te RESIDES 


East Baltimore Street East Baltimore Street ves) sof 


. NAME OF First Middle Last 4. DATE . Month Day Year 
DECEASED 


OF 
(Iype or print) Norval Luther Rinehart peatd September 8 1965 
SEX 6. COLOR OR RACE | 7, MARRIED fe] NEVER MARRIED [-] | ®& DATE OF BIRTH 9, AGE (In years | FUNDER 1 YEAR|IF UNDER 24 HRS, 


it birthday) Months | Days | Hours | Min. 
Male White widowed [J vivorceo[-]} Jan. 18, 1898 of wa | | 
10a, USUAL OCCUPATION (Give Kind of work done| 0b. KIND OF BUSINESS OR Ti. BIRTHPLACE (tate or forelgn country) 12. CITIZEN OF WHAT 
INDUSTRY COUNTRY? 


during most of working life, even If retired) 
Paperhanger Pennsylvania U.S.A. 
13. FATHER’S NAME 14. MOTHER’S MAIDEN NAME 


Paul Rinehart Emma Ohler 


15, WAS DECEASED EVER IN U.S. ARMEDFORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 
(Yes, no, or unkown) | (Ifyes give war or dates of service) 


no 199-07-3814 |Mrs. Edna Rinehart Taneytown, Md. 


18. CAUSE OF DEATH [Enter only one caus Mine for (a), (b), and (c).] INTERVAL BETWEEN 
PART I. DEATH WAS CAUSED BY: FF JANSET AND DES 
‘ IMMEDIATE CAUSE (e) — 


7 / DUE TO 7, 
Conditions, If any, which (b) 
gave rise to Immediate 
cause (a), stating the DUE TO 
underlying cause last. (e). 


PART I], OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITIONGIVEN INPART 1(e) | 19. Was AUTOPSY 


pe Nai siiad Bs ol i 
yes] NO x 
20a, EXTERNAL CAUSE WAS | 20b. DESCRIBE HOW INJURY OCCURRED, (Enter nuture of Injury In Pert 1 or Part 11 of Item 18, 
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Sa 
o= 
=n =— 


| 


form PM3. Page 5 may be 


essary, 


to the funeral 


i) State Department 
i hours after death. 


of Health or its designated agent, prior to burial, cremation, or removal, and in any event wil 


es 1, 2, and 3 


in Item 18. Give Pag 


in pencil 


the Chief thadical’ Examiner's Office along with fe 
-transit permit. File pages 1 and 2 


PRIMARY [} or CONTRIBUTING () 
CAUSE OF DEATH. 


20c. TIME OF INJURY Month, Day, Veer | 20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, 20f. {Clty or town) (County) (State) 
Hour while Not While tory, street, office bid; 
at work et work 


MEDICAL CERTIFICATION 
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Page 3 should be used as a burial. 


, — Inspection pz Inquiry [_], and In my opinion 
, Suicide ([], Homicide [], Undetermined manner [_] 

CHIEF MEDICAL EXAMINER [_| 

mp. ASSISTANT MEDICAL EXAMINER [“] 


ais es CS P ae ICAL EXAMIN: 

EXAMINE} 4 F : 

NAME (Type) her st - 

23a. BURIAL, ego | 23b. DATE THERE@ 23c. NAME OF CEMETERY OR CREMATORY | 23d. LOCATION (City, town or county) 


EMOVAL 
Buria’ Piney Creek Brethern aneytown, Ma: 
Areas ~ 25a, REC’D BY REGISTRAR| 25b. FG iPS Siena E 


Taneytown, Maryland vate SEP 14 


please execute the certificate, writing the word “pendin 
director. Page 4 should be forwarded to 


retained for your files. 
TO FUNERAL DIRECTOR: 
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MEDICAL CERTIFICATION 


‘ MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


/1. 


GERTIF i 2254 
PLACE OF DEATH : ‘eceased lived, Uf institutions esidence before adjlsslon) 
a. COUNTY a, STATE b. COUNTY 7) 


MARYLAND 


bd. oe [vy Baye {lf Be gs eae, cor] grate limits, or ZF. OF STAY IN 1) c. CITY OR T oan @ corporate limits, write RURAL and give nearest town) 
ve near; wn) 


t L 
da. Uleedaeslp OF HOSPITAL OR INSTITUTION (If not In hae EK street dress) |} d. STREET ADDRESS. e. IS RESIDENCE 


3. 


/ ON A FARM? 
yes] sof 
pes af First Middle Last 4 #2 Month Day Year 


(one or or orn PY, AN v Viva GEES | SearH g 14 19 CS” 


iy 


eli 6. Lad OR RACE ) 7, MARRIED [SQ NEVER MARRIED [-] | 8 DJ7E OF BIRTH 25 it sieves a RS i 
Ss ja Je 
Dk WIDOWED [] Divorced {_] Ad, f fi “4 “Ee yrs. | | 
5 ite, 


psvern done| 1Db. pone BUSINESS OR 1. BIRTHPLACE (County & Stat ign country) | 12, eet WHAT 
4 ~ " 
ey PY wp. Z 


14. MOTHER'S MAIDEN NAME 


DECEASED EVER INU.S. 0 AG ‘6. SOCIALSECURITYNO. | 17. INFORMANT Address 


15. W. 
(Yes, ne, of unkown) Cae ee ths 
Xo Lip tb 6 LZ Be Lagivw Yee tere 
18. CAUSE OF DEATH [Enter only one c: INTERVAL BETWEEN 


ause per Hne for (a), (b), and (c).] 
ONSE} AND DEATH 
PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE ea 7 arcisown ? Kier | "Pie 


LEW? { DUE TO 
Conditions, If any, which ) 
gave rise to Immediate 
cause (a), stating the DUE TO 
underlying cause last. (o). 


PART I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART1(@) 19. WAS AUTOPSY 


vEs | no [] 


20a. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part 1! of Item 18.) 
OR CONTRIBUTING (7) CAUSE OF DEATH 
(IF EITHER, NOTH EDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 200. PLACE OF INJURY (Home, farm,| 20f. (Clty or town) (County) (State) 
Hour a.m. While Not while tactory, street, office bidg., etc.) 
p.m. 19 at work at work 


21, | certify that (I) (this hospital) attended the deceased from. , Se, 1925" that (1) (we) last 
ssi the ‘ceased alive eae and that death pccurred ate M, from the causes and on thet dete slated above. 


226. DA 
MED. —— 
Mo. PHYS NS bincror C] Bivs. Fol 97 le $ 


cD | esd, 2. 


23a. a 23b. DATE THEREOF 23c. NAl OF,CEM ERY OR CREMATORY penance), id. LOCATION (City, town pr, ee tate) 
7 ; 
9-/7- oS | Ache bioel Bif) 


wz seessate 25a" REDD BY REGISTIQE| 250, AEBISTIARS SIGNATURE 
(Alejo Dobe ¢ SEP 20 1965 2 2 eanbes Nudge. 


within 24 hours after death. 
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Pages 1 and 2 


tely filled in by the funeral 
I, cremation, or removal, and in any event, within 72 hours after, dete m 
y 


irbon papers. 


-transit permit. Then please rem 


director, page 3 should be detached for use as the bur! 
should be filed with the State Dept. of Health prior to burial 


MARYLAND STATE DEPARTMENT OF HEALTH 
y1Ree OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 10255 


i. PLACE OF DEATH 2. USUAL RESIDENCE (Wheye deceased lived, If institution: Residence before admission) 
a, COUNTY , a, STATE b. COUNTY 2 
MARYLAND 


-—~ by CITY OR TOWN (if outside cogporate limits, c. LENGTH OF STAY IN 1b |] c. CITY OR TOWN (If outside corporate Ymits, write RURAL and give nearest town) 


rite RU: and_givneargst tow) ° 
Meera, - ee Lh, |S Monthy | 
d- NAME OF HOSPI INSTITUTION (if pot In hospital, give street address) @. 1S RESIDENCE 


od. STREET ADDRESS ON A FARM? 
4 p is 2 , a _ blab yes] no t~ 


3. NAME OF First Middie Month Day Year 


5. SEX }. COLOR RACE YW DATE fe BIRTH 9. AGE (In years | FUNDER 1 YEAR {IF UNDER 24 HRS, 


birt bid |Months | Days } Hours | Min. 
Le WIDOWED [[}— _ivorceD [] GSFLC £2 | | 
IOs, USUAL OCPUPATION (ave kindof work done] 10b. KInD OF BUSINESS OR TH BIRTHPLACE (Coany & State, eran eur) | 1 ‘OUTIZEN OF WHAT 
e INDUSTR 


during mo: working life, evep 
i ZZ si N NAME f 


baw 4. Ey 
Cee print) y ae AL. UB Y ee Deen SEP? Al WAT 
7. wanes] NEVER MARRIED [_] 


e 


15. WAS DECEASED EVI CES? 5 Dhial! 
(Yes, no, or unkown) yes vive war or dates of service) 


—_ 


18. CAUSE OF DEATH [Enter only one cause per line for (a), Le and (6). INTERVAL BI ea 
PART |. DEATH WAS CAUSED BY: 
| IMMEDIATE CAUSE vai ee LDF —20 yrs... 
vig 


pee4) 
Conditions, if any, which ) GENERAL ARTERIOSCLEROSIS 20+yrs. 
gave rise to immediate 
cause {a), stating the 


20 
ie cause last. © ADVANCED SENILE DETERIORATION 


ERSIGNIFICANT CONDITIONS CONTRIGUTING TO DEATH BUTNOTRELATED TO THE TERMINAL DISEASE CONDITIONGIVEN INPART1(@) ]19. WAS AUTOPSY 


ves[] No 


20a, ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury in Part | or Part Il of Item 18.) 
OR CONTRIBUTING (] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) (State) 
Hour am. While Not While factory, street, office bidg., etc.) 
p.m, 19 at work at work 


21. | certify that (I) (this hospital) attended the deceased from AS 9S Sesoplt 9, that (I) (we) last 


MEDICAL CERTIFICATION 


saw the deceased ali¥e o! 19____, and that death occurred at 2% 2UWfrom the causes and on the date stated above. 
22a, SIGNATURE e 22b. DATE SIGNED 


ATTENDING & ee kl se 11 [Sept /65 


22c. PHYSICIAN’S Ae ADDRESS 


|___™ME vim, He Lawson, Ire, M.D. Box 54, RD cen Sykesville, Meryieng, 


23a. BURIAL, CAE | DATE ee 23c., NAME OF CEM’ Y, OR ee SFION (City, town or Db (State) 
Zi MOVAL (Spe | AY 
f. FUNERAL! R, Dec REC'D % 0 19 ab 25D. ey $ Gen 
LMLAS 7; Judge 
" = rs 6b 


sare EP ai Dititn ba J 


M.D. 


Pages 1 and 
after death. 


72 hours 


letely filled in by the funeral 
in 


Irbon papers. 


t, withi 
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lease re 
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transit permit. Then 
should be filed with the State Dept. of Health prior to burlal, cremation, or removal, and 


ned by the attending physician ai 
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ficate has been sii 
director, page 3 should be detached for use as the burial- 


After this certi 


Page 4 may be retained by the hospital or attending physician. 
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MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


11883 CERTIFICATE OF DEATH mp 6/ 


1. PLACE DF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 
a. COUNTY 4 ‘el b, COUNTY 
Carroll MARYLAND timere © 


b. CITY OR TOWN (If outside coi rserate limits, ks LENGTH OF STAY IN 1b || c. ie OR pla nd outside corporate limits, write RURAL and give néarest town) 


write RURAL and give nearest town) 
Sykesville yrs «lmo.s22dys Baltimore om: 
d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) || d. STREET ADDRESS e Ue dest 


Springfield State Hospital 22 Reisterstown Road ves] nok] 


(ype or print) ARKIN CARROLL SARBACHER 
5. SEX 6. COLOR OR RACE 7, MARRIED fr] NEVER MARRIED[] | 8 OATE OF BIRTH i AGE (in years |IFUNDER YEAR FUNDER 24HRS. 


last 
Male White WIDOWED ["] pivorceo_] | 12-10=1896 ‘ “dhe Oays | Hours | Min. 


yrs. 
10a, USUAL OCCUPATION (Give Kind of work done | 10b. KIND OF BUSINESS OR IL BIRTHPLACE (County & State, or forelyn country) | 12. CITIZEN OF WHAT 
during most of working Ilfe, even If retired) INDUSTRY COUNTRY? 


Cab Driver Yellow Cab Co, Mar USA. 


13. FATHER’S NAME 14. MOTH ies Phen NAME 


George Sarbacher Fannie Carroll 


15, WAS OECEASED EVER INU.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 
(Yes, no, or unkown) | (Ifyes pive war or dates of service) 


3. NAME OF First Middle Last 4, DATE Month Day Year 
DECEASED OF os ‘ar 
DEATH SU. ae ER 21 1965 


Yes lavy - WWI 1216-03-1)395 |Records, S i ‘ Hospital 
18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).J INTERVAL BETWEEN 
PART 1. DEATH WAS CAUSED BY: ONSET AN! TH 


DEATMMEDIATE CAUSE (a)__ "ep bLeemia aur 


/ ¥Y 
va if DUE TO 

Conditions, If any, which 2 iti Weeks 

gave rise to Immediate ) Infected decubiti_ u 
cause (a), stating the ( OUE TO 
underlying cause last. ©). 
FART. OTHE SIGNIFICANT CORDTTONS CONTRIBUTING TODERTHBUT NOT RELATED TOTHE TERMINAL OSERSECONDTTION GIVEN INPART@) 1. WAS AGY 
Chronic brain s syndrone with cerebral arteriosclerosis, with psychotic | fi Nor 
reaction. Parkinsonism =o a 


20a, ACCIDENT WAS UNDERLYING 20b. OESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part I! of Item 18.) 
OR CONTRIBUTING [} CAUSE OF DEATH 
(IF EITHER, NOTI IEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Oay, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm,| 207. (Clty or town) (County) State) 
Hour a.m, while Not While tactory, street, office bldg., etc.) 
p.m. 19 at work} at work 
21. J certify that (I) (this idle attended the deceased fro ea eRe 19___, that (I) (we) last 
m the causes and on the date stated abpve. 


saw the deceased alive o1 = 1 and that death occurred Oey 
22a, SIGNATURE - 22. DATE SIGNED 
A Z wp. Be _BinecToR OO PWS. Go| 9-21-65 


MEDICAL CERTIFICATION 


2c. PHYSICIAN'S “Fat ADDRESS SpringfieldState Hospital 


NAME (Type) Octavio A. Ruiz, M. Sykesville, Maryland 


23a. BURIAL, i Brot | 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY | 23d. LOCATION (City, town oF “county) (State) 


”AL 
firale” 9/2b/1965 Baltimore Nat'l Cemet. Baltimor: 
24. FUNERAL DIRECTOR ADD. AD 25a, REC" EI bes RE 
tom) Mi i Ay 2 LEM Die SEFé stare 2 


= 


$s 
i on 
ia ee con 
5 o 
ee 
ee 
pe 
Be rel 
N fe 
£ 96 
= Oo 
3 ee 
= 
sp ass 
oo 
= 2 
g 28 
a 


Then please remove car! 
|, and in any event, within 72 hours after death. 


it permit. 


ned by the attending physician al 


death. Page 4 may be retained by the hospital or attending physician. 
be filed with the State Dept. of Health prior to burial, cremation, or removal, 


director, page 3 should be detached for use as the burial-tra; 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires that the death certificate 
TO FUNERAL DIRECTOR: After this certificate has been 


VR AIS (4 
20M 5-63 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


41899 CERTIFICATE OF DEATH (5959 


1. PLACE OF DEATH 2, USUAL RESIDENCE Re daceasad lived, If institution: Residence before admission) 


. COUNTY a b. COUNTY 
Gaia F MARYLAND || peed a 
b, CITY OR TO (it outside corporate limits, Ser STAY IN, 1b . CY a TOW! outside pa limits, writs RURAL end give nearast town) 
ij ) 


wv 


rie RURAL 
YY; aoe 7 j feo , te Viles Ly san 
AME OF HOSPITAL OR INSTITUTION (if not in hospital, give sma ‘eddress) “a, STREET ADI ne ~ | @, 1S RESIDENCE 
n ON A FARM? 
Lang Ue Maser Motte ray : gh AVE Bis) 2 
je DECERSED Middle Lest 4. D. Month D. Yeer 
(Typa or print) as Lie 24. She Beara We —_ 
5. SEX  ——-| 6, COLOR ORRACE|7 4 < 8. DATE oe iF int IF UNDER 24 HRS. 


7. See MARRIED [_] = Sg yeas 
— oy bane 
a [e- GAs wipowep [_] pivorceD [_] Guy AA J&B 
We. USUAL OCCUPATION (Give kind of work | 10b. KIND OF BUSINESS OR INDUSTRY | 11: 


BIRTHPLACE {County & 2s or is = 12. CITIZBY OF WHAT COUNTRY? 
done during most of working life, even if retired) 
| PLO Anke rrofl x st: 


SAL 
a EME ly fe 14. MOTHER'S MAIDEN NAME i 


Lienlde, ed py LE LL wee CFS OLtire ade oe — = 
19 WAS DECEASED EVER IN U.S. ARMED FORCES? 16. SOCIAL SECURITY NO.| 17. INFORMANT ‘Addrass 
{Yes, no, or unkown) | (IFyesgivewerordetesotservice) ff 

se VOPAY A G Meller Ceo 7 


18. CAUSE OF DEATH [Enter only ona cause, nefor {e), (b), “end a “INTERVAL BETWEEN. 


ONSET AND DEATH 
PART |. DEATH WAS CAUSED BY, 
IMMEDIATE CAUSE (o)__ FUN tee OZ Olan LL A | eee 
l DUE TO 
Conditions, if any, which b)_( ms oO St. 3G hes pe se) ay a 


gave rise to immediate ceuse 
(e), steting the underlying DUE TO 
ceu: st. (e) 


PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING 


“Months| Deys 


Hours 


TH BUT NOT RELATED TO HE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)| 19. WAS AUTOPSY 


Zz 

2 PERFORMED? 
& a whl [vs []_No 
= | 20e. ACCIDENT WAS UN iG C]_| 20b. DESCRIBE HOW INSURY OCCURRED. (Enter nature of injury in Part | or Part Il of item 18.) 

& | OF CONTRIBUTING [] CAUSE-OFDEATH a 

& | iF EITHER, NOTIFY MEDICAL EXAMINER) ee ee ee 

< | 20c. TIME OF INJURY Month, Dey, Yeor | 2Dd. INJURY OCCURRED | 20e. PLACE OF INJURY (Hem, farm, 201. (City er town) (County) —SC« Sete) 
a Hour a.m, While __Not While factory, street, office bld 1 

o ——— >» at work on — i 


ttended the de: that (I) (we) last 


, apd that death occurred a KE ) from te causes and on the date stated above. 


22b. DATE 
ATTENDING 


MED, STAFF Sy 
PHYS. Ze 2 Pays. [ Ste Wis 


Zid. ADDRESS 
pf. LLL). Lae 
Tab. as THEREOF 23c, NAME OF CEMETERY OR CREMATORY 7d. FAD (City, town or woh 
5 
24 A = Bereat sic a) cor BY REGISTRAR | 25b. REGIS ayes jen bez Pe 
sb sron, 2 Yt eat * 


pital) 


epee fromp gig. 


certify that (I) (this hes 
eg no alive “Sept 


BURIAL, CREMATION, wns. 


OVAL Benet pacity) 


ak 


if MARYLAND STATE DEPARTMENT OF HEALTH 
: be OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 2258 


PLACE DF 34. 2. USUAL RES{DENCE (Where deceased Tived, If institution: Residence before admission) 
a. CDUNTY a. aoe Lesh b. COUNTY va 
£AAJ 


fte: dediga 


c. LENGTH OF STAY IN 1b arts DR we rt outside sat sais write RURAL and give nearest town) 
; A ‘s ? 
MLL HA Nass 4 : ( eG 
GS lott eat address) || d. STREET AOE 6. 1S Ig RESTDENGE 
aE Ze ‘ / PSE Se Le sie ois 
3. NAME DF Middi i 45 
DECEASED 4 : OF 
(Type or print) 


5. SEX OLOR OR RACE V7 MARRIED |] NEVER MARRIED[] | 2, DATE OF BIR ; in years [IFUNDER 1 YEAR es 
“7 f day) mente Days Beers. [eee Min. 


Pages 1 And 2 


it, within 72 hours ai 


~O 
re 


pletely filled in by the funeral 


arbon papers. 


LA V wiopweo [J ——ivorceo ] | 7M 24. 2 oe 


rs pA ED, 
10a. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR ae see 3 (County & State, or féreign country) | 12. bree or wel) 
during most_of working life, even if retired) INDUSTRY e tt 


on 
13. FATHER’S NAME 4. ‘we MAIDEN NAME 


N Ve — | 
fied / 
ee 21 l/s Stexz 1f2e— wt 
15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT 
(Yes, no, or unkown) ee ae oa a 


18. CAUSE OF DEATH [Enter oniy one cause per line for (a), 4), and (c).] 


PART I. DEATH WAS CAUSED BY: 
uf. 3 } IMMEDIATE CAUSE (a) 


DUE TO 


transit permit. Then please r 


Cenditions, If any, which 
gave rise to Immediate 
cause (a), stating the 
underlying cause last. 


UTOPSY 


2Da. ACCIDENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part 1 or Part 11 of item 18.) 
DR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 2Dd. INJURY OCCURRED | 2De. PLACE DF INJURY (Home, farm,{ 20f. (City or town) (County) 
Hour a.m. While Not white factory, street, office bldg., etc.) 
p.m. 19 at work QO at work 


MEDICAL CERTIFICATION 


that (I) (we) last 


causes and on the date stated above. 
22b. DATE SIGNED 


MED. STAFF 
Director [1] Puys. 


ATTENDING 
PHYS. 


22d. 
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should be filed with the State Dept. of Health prior to burial, cremation, or removal, and in 


director, page 3 should be detached for use as the bur: 


ge BURIAL, CREMATION, le zeae TE ig a 23c. ie OF CEMETERY OR GREMATORY gy LOCATION we town or De (State) 
i 4 


ede 2 i 


O ADDRESS 25a. RED BY GECTSTRAR 2a 5 SIGNATURE 
~ y Pe c- yA " Be 
VR AIS (4) ( (ae / (6 attics LL, a re pat ED VoL eo 
20M 1/65 


a 


= 
ra 


i 


cessary, 
be 


to the funeral 


& 


in Item 18. Give Pages 1, 2, and 


@ the word “pending” in pencil i 
d to the Chief Medical Examiner's 


This certificate should be executed within 24 hours after death. !f any del 


Please execute the certificate, writi 
director. Page 4 should be forwarde: 


; MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


STATE . ) MEDICAL EXAMINER’S CERTIFICATE OF DEATH 15 
TH DEPTS? f : 
J T: . Rea 2, USUAL RESIDENCE (Where deceased lived, If institution: Residence admission) 
ee a, STATE D, COUNTY 
cs arro MARYLAND Maryland arroll 
se b. CITY OR TOWN (If outside corporate limits, ¢. LENGTH OF STAY IN 1b . CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
> £ g write RURAL and give nearest town) 
& ss Hampstead stead 
» ge d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) || d. STREET ADDRESS 6. IS RESIDENCE 
2 / 
& #§ 312 Houcksville Ave. 312 Houcksville Ave. ves] No 
Z ia = 3. poe First Middle Last 4. a Month Day 

3 
= + (Type or print) MURRAY F. SINGER DEATH Sépt - 29 4965 
E 5. SEX 6. COLOR OR RACE |7, MARRIED [=p NEVER MARRIED []| 8 DATE OF BIRTH 7G pf |9. AGE nee Hall es Ti EON aa ae 
2 we M W wiboweD [J] pivorceD[]| Doce 7; s. | | ‘ 
Ss, 2s 1Da, USUAL OCCUPATION (Give kind of workdone| i0b. KiND OF BUSINESS OR Ii. BIRTHPLACE (State or forelgn country) 12, CITIZEN OF WHAT 
= Ss during most of working life, even If i INDUSTRY M lan a CONFER 
“aaers CPO-retired US ar, 
s 88 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 

as 5 
8 oF Charles Singer Harriet Dell 
€ Es a WAS DECEASED FER INU:S. ARMEDFORCES? | 16. SOCIAL SECURTTYNO. | 17. INFDRMANT ‘Address 

#8 es EELPND 15-26-10 Mrs, Ruth Singer, Hampstead, Md. 

So 

a rN pea DEATH WAS CAUSED BY? [Les ne Lo [leude ) | arma 

as My | __, IMMEDIATE CAUSE (a) L hgh find acaf{Or Cutt } Weer 7y 

&s Poet DUE TO : L Pee 

ae Conditions, tf any, which 6 & f 3 4 2 

o ‘ A Zoe sgt? 

55 gave rise to Immediate o wh 

45 cause (a), stating the DUE TO 

i ey underlying cause tast. {o) 

8E & | PARTI. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITIONGIVEN INPART 1(a) 19. WAS. AUTOPSY 

32 i= 

8e Fs yes [[] NO 

sf , /¢ 

Ss C | ©] 20a. EXTERNAL CAUSE WAS 206. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part I or Part Il of item 18.) 

ze 5 PuIMeny | St CONTRIBUTING Oo 

z & i 

5 z 2Dc. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE an POUR crn far! 2Df. {City or town) (County) 

ome 8 Hour a.m. while Not White factory, street, office bidg., 

23 = at work] at work 

.o8 21. | certify that | took charge of the-remains described above, held an Autopsy [_], npn Inquiry [_], and In my opinion 
gos i He 
= ez death resulted from: / Accident [_], Suicide [_], Homicide [_], Undetermined manner [_] 

sez é } CHIEF MEDICAL EXAMINER [_] 

4 ACTUAL £ ia eA 22, DATE SIGNED 
ae SicNATUI (Ss Mp, ASSISTANT MEDICAL EXAMINER [_] 2 fe 
San @ + ane perro EXAMINI F Md 

A P nae 
BES NAME (Type) L, fradreds shits cna, ton ov ebans 7 
's = 23a, BURIAL, CREMATION,| 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (Clty, town or county} 
ees Wowk {Sneclfy) 

2 


r 10-2-65 Wesley Cemetery Hampstead, Md. 


24. FUNERAL DIRECTOR ADDRESS | 25a, REC'D BY REGISTRAR | 25b. DESI aUNS ore 
By Ntte 


Tipton-Eline Fun. Home Hampstead, Md nfl 4 196 


eordes dpe 


a 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


—_, 


<< ea 41893 CERTIFICATE OF DEATH fax S 

= 

Ss SE 1. PLACE DF DEATH 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admission) 

2S a. CDUNTY a. STATE b. COUNTY — 

3s 273 Carroll MARYLAND faryland Baltimore Ci 

S =3s B. CITY DR TOWN (if outside corporate limits, ©. LENGTH OF STAY IN 1b || c. CITY OR TaN {if outside corporate limits, write RURAL and give nearest town) 

s BE g write RURAL and give nearest town) 

gos 8 Sykesville mos -5dyse Baltimore el- 4 

@: 3 on d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) || d. STREET ADDRESS e eae 
f= o> — s 2 rt : 

ES Springfield State Hospital 2310 Harford Road yes] np Bad 

= Sse 3. pT aha First Middle Last 4. 8 Month Day Year 

= 3S F 

= B82 (Type or Print) ALICE ELIZABETH SLAYSMAN beatH SEPTEMBER 17 _'19_(65_ 
2s 5. SEX 6. COLOR OR RACE | 7, MARRIED [jx] NEVER MARRIED [—] | ® DATE OF BIRTH 8. iB dinijiars ior oe roa 
So le 
ee Female White wiDoweo [7] oworceo []| AUGUST 16,1909 56 yrs. | | 
eae 10a, USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR Ti. BIRTHPLACE (County & Stave, or foreign country) | 19. CITIZEN OF WHAT 
es during most of working life, even If retired) INDUSTRY COUNTRY? 
35 ousewife MarylandBaltimore U.S.A. 


13. FATHER’S NAME 


Unk. Charles Nelson McCall 


15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOCIAL SECURITY NO. 


(es, no, or unkown) He OT OS a7 MEP"Wharle s Sle. eyenall 10 Harford 
No 1 9355% Records, Springfield State Hospital Road 
18. CAUSE DF DEATH aus a one cause per Ilne for (a), (b), and (c).] INTERVAL BETWEEN 


INSET AND DEATH 
PART |. DEATH WAS CAUSED BY: ‘ 
IMMEDIATE CAUSE (a) Cerebral embolus f Bay’ 


4 DUE TO 
Conditions, If any, which o)._Deep infected pressure ulcers Months 


gave rise to Immediate 
cause (a), stating the DUE 1D 
underlying cause last. {c) 


PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOTRELATED TO THE TERMINAL DISEASE CONDITIONGIVENINPART 1(a) 19. WAS SEE: 
Chronic brain syndrone aSso0Ce With alcohol intoxication, with a TT) ots fl 
ja. ACCIDENT WAS UNDERLYING 20b. OESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part 11 of Item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Oay, Year 


Hour a.m. White -— Not While 
p.m. 19 at work L_] at work 


21. 1 certify that (I) (this hospital) attended the deceased fromli= Le -O5 


to 
saw the deceased alive on__9-17-65 ig, and that death occurred + Fy, n 
22a, SiG 


14. MOTHER'S MAIDEN NAME 


Unk. Mary W. Hewitt 


The law requires that the death certificate be 


Page 4 may be retained by the hospital or attending physician. 


Dept. of Health prior to burial, cremation, or remova 


20d. INJURY OCCURRED 


200. PLACE OF INJURY (Home, farm, 


20%. (City or town) (County) (State) 
factory, street, office bidg.. etc. ) 


MEDICAL CERTIFICATION 


19____, that (I) (we) last 


the causes and pn the date stated above. 
22. DATE SIGNEO 


TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician 
director, page 3 should be detached for use as the burial-transit permit. Then 


TO HOSPITAL q ATTENDING PHYSICIAN: 
should be filed with the State 


me 
pe cack 0. PHS” soneg bitter it | ae 
2c, PHYSICIAN'S "i ADDRESS ringrield State Hospital 
| NAME (ype), Antonius Gla IM. Des Sykasville Maryland ae 
23a. peti CREMATION,| 23b. DATE THEREOF 23¢. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 
BUSES” | sept. 20,1965 Baltimore Baltimore Maryland 
24. FUNERAL DIRECTOR ADDRESS 25a. REC’D BY REGISTRAR fe Lind, SIGNATURE 
Rs 69) Henry Sander & Sons Inc. Baltimore uboneSEP Pee 


aa 


@ 


TO HOSPITAL OR ATTENDING PHYSICIAN: 


hours after death. 


: The law requires that the death certificate be executed within 


| or attending physician. 


TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physi 


MARYLAND STATE DEPARTMENT OF HEALTH 
1189: ION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


= 


~~ CERTIFICATE OF DEATH 1926] 

228 iT, ead Aina Mg 2. USUAL RESIDENCE (Where deceased lived, If Institution: Resldence before admission) 

= a. STATE b. COUNTY 

278 Carroll MARYLAND Maryland Carroll 

Sos b. CITY OR TOWN (if outside corporate limits, ¢. LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 

Bee write RURAL and glve nearest town) i ' ‘ 

3 Westminster 3 weeks Westminster Rt #3 

-] Bs d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) || d. STREET ADDRESS e. Ll eae 

2en, - : 

=se</ ¢| Carroll County General Hospital ves] nota 

= 
3 se 3. RECERSRD First Middle Last 4. ae Month Day Year 
y=} 

ese (ype or print) GEORGE FREELAND STONESIFER DEATH G Of 19657 

Ses 5. SEX 6. COLOR OR RACE 7, MARRIED fe] NEVER MARRIED [-] | & DATE OF BIRTH 8. AGE Be [IFUNDER YEAR iF UNDER 24 HRS. 
1 me 3/27/96 6g 'y) (Months ] Days | Hours | Min. 

mate ate wiboweD ["] Divorced ([] 


11. BIRTHPLACE (County & State, or foreign Peas 


ia 


during most of working fife, even If retired) 


10a. USUAL OCCUPATION (Give kind of workdone| 10b. KIND OF BUSINESS OR 12. CITIZEN OF WHAT 
INDUSTRY COUNTRY? 


§ carpenter Harrisburg, Pa. Wiss. Bis 
- 13. FATHER'S NAME 14. MOTHER’S MAIDEN NAME 
ie George W. Stonesifer Fannie Hiltebridle 

: 15, WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 
E (Yes, no, or unkown) | (If yes give war or dates of service) 4 
5 we -- 213~-24~-8693 Mrs. Grace F. Stonesifer same 
a 18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).] EEL eHe 
€ PART |. DEATH WAS CAUSED BY: PI = CG, 2G 
& IMMEDIATE CAUSE (a) LOAETHSTHTIC PRE INO TV) IA 
= LAG, 

Conditions, If any, which 1b) OF YRosSTAT ES a (Ne, 


gave rise to Immediate 
cause (a), stating the DUE TO 
underlying cause last. (co). 


PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUTNOTRELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a) 
PERTENSIVE CREDIOVRCCE AR Dsearsce 

20a. ACCWENT WAS UNDERLYING 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part 1 or Part 11 of item 16.) 

OR CONTRIBUTING [] GAUSE OF DEATH 

(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year 
Hour a.m, 
p.m. 19 


21. | certify that (0) (this hospital WE pe deceased froi » WAS, to_ZZ9Y_, 19GS_, that () (we) last 
saw the deceased alive o 19_GS~ and that death occurred ate SoM, from the causes and on the date stated above. 


Za, SIGAATORE | 22b._ DATE SIGNED 
ATTENDING > MED. STAFF 
Cte Cec Cigeew) Pave NS Ey Bintoror C] pave, | Y, Crm 
220, PHYSICIAN'S oie ADDRESS 


ves A“ no mw 


20d. INJURY OCCURRED | 20. PLACE OF INJURY (Home, farm, 
while Not While factory, street, office bidg., etc.) 


at work at work | 


20f. (City or town) (County) (State) 


MEDICAL CERTIFICATION 


, page 3 should be detached for use as the buri p 
should be filed with the State Dept. of Health prior to burial, cremation, or removal, and 


NAME (Type) 


Page 4 may be retained by the hospi 


director, 


2a. pte PREM AT 23b. DATE THEREOF 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 
R' pec! 8 
ante 9/27/65 Baust Church Cemetery |TUral Westminster, Md. 
24, wee ee ADDRESS 25a. REC'D BY REGISTRAR | 25b. REGISTRAR’S SIGNATURE 
YR AIS (4) pe bata ed. 
mae Piet “A Li lalatsito— Fed \wSEP 28 


MARYLAND STATE DEPARTMENT OF HEALTH 
re: 41895. OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


CERTIFICATE OF DEATH 2262 


a 


£ 3 
3 = 1, aa CODA. 2. USUAL RESIDENCE (Where deceased lived, If Institution: Residence before admission) 
= a, STATE b. COUN, 
= ete ARE MARYLAND MARYLAND CARROLL 
0 a id b. CITY OR TOWN (If outside corporate limits, c, LENGTH OF STAY IN 1b || c. CITY OR TOWN (if outside corporate limits, write RURAL and give nearest town) 
oo 
ae sone 2 write, pppoe oy Pages ee 4 i 
5S s 8 his 1 Rt. 2 ‘inksbur de 
=e a 
aes d. NAME OF HOSPITAL OR eng (f not In hospital, give street address) ||"d. STREET AOORESS @. 1S RESIDENCE 
je 2 ah } ON A FARM? 
N EEE 4s Cael Corey / foro \\' ee HN 
= 3. ee First Middle Last 4. DATE MonthS ;40 POaM, Year 
= (ype or print) STAR LA-KAZ SULLIVAN DEATH Sept. 5, 19 
3 
3 . 5. SEX 6. COLOR OR RACE | 7, MARRIED [) NEVER MARRIEO 8. DATE OF a g AGE (in years | FUNDER 1 YEAR|IF UNDER 24 HRS. 
Ste, j oO P. ee bir day) Months | Days | Ho Min. 
8 EES Female White wioowen ]§ ew RRB | O-5- 65tet20 yrs. | aol” amy 
sa ef 10a, USUAL OCCUPATION av kind of workdone| 10b, eo OF BUSINESS OR 11. BIRTHPLACE (County & ae, or foreign country) | 12. CITIZEN OF WHAT 
Hi ea 35 during most of working life, even If retired) INDUSTRY COUNTRY? 
2 BSS | aalewborn CARROLL COUNTY. 
BS £°R i R’S NA 14. MOTHER'S MAIDEN NAME 
= es . i 
S pee KEnneth Allen Sullivan Jo Ann Geneva Hemphill 
So eage 15. WAS DECEASED EVER INU.S. ARMEOFORCES? | 16. SOCIALSECURITYNO, | 17. INFORMANT Address Re 
s ES (Yes, no, or unkown) | (If yes vive war or dates of service) ’ 
g E e Newborn Newborn Mrs. Kenneth A. Sullivan Finksburg Md. 
be P=} Lt 18. CAUSE OF DEATH [Enter only one cause per line Tine for (a), (b), and (c). ie INTERVAL BETWEEN 
2. 3ae T 1. DEATH W. 5 Fj 8 ONSET AND DEATH 
E PART |. DEATH WAS CAUSED BY: ae . ? 
BEDES IMMEDIATE CAUSE (2) Thcwe Co Fay ounces |-Zizo 
£2 225 / DUE To 
g — 
gea5 Ss Conditions, If any, which (0) 
fa Soc gave rise to Immediate 
sf. 227 cause (a), stating the ( OVE TO 
252 ge underlying cause last. (o) 
seece & | PARTI, OTHER SIGNIFICANT CONOITIONS CONTRIBUTING TO DEATH BUT NOTRELATED TO THE TERMINAL OISEASE CONDITION GIVENINPARTi(a) ]19. WASIALTDERY, 
2,282 5 
FESse8 oe yes[} no bd. 
#8 Ee= = | 20a, ACCIDENT WAS UNDERLYING 20b. OESCRIBE HOW INJURY OCCURREO. (Enter nature of Injury in Part I or Part 11 of Item 18.) 
Satve £ | OR CONTRIBUTING [1] CAUSE OF DEATH 
S2sZe © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
72] 
= 2 2s8 z 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURREO |20e. PLACE OF INJURY (Home, farm,| 20f. (Clty or town) (County) (State) 
a5 TS a Hour ate Net mnie q factory, street, office bidg., etc.) 
S228 = st work L_|_at work 
zZ7 S05 = ai E 
S3 Tze 21. | certify that (I) (this-hospital) attended the deceased from. =a to__Z- > __, 19 C5 that (1) (we) last 
~8fe225 
pa EP saw the mt on_7@— 5 __1925__ and that death occurred a , from the causes and on the date stated above. 
&: £sst Za. SIGNATURI "2 TE yi, = 
Sav ATTENDING MED. STAFF 
Sees tel, 2 mp. PHYS. XI omrector C] pays. C) oe 
=Eaes 720. PHYSICIAN'S 22d. ADDRESS 
a NAME (Type) Karl M, Green, M.D. 
Serse 2 
=e z £3 730. BURIAL ee TIOn 23b. DATE THEREOF 23c, NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 
ect 
eve’? |purdal 9-7-65 CARROLL COBNTY GEN. HOSP. WESTMINSTER, MARYLAND 
4. FUNERAL DIRECTOR es: 25a. me EE REGI; ” RE 
VR ALS (4) SY ee he ae ars CN). lon S ae 


5M 4-64 aE SS, 
=) s (> Sanice Wert Lovell, R.N.- —— 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


41896 MEDICAL EXAMINER'S CERTIFICATE OF DEATH 102638 


2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 


MARYLAND Se Maryland Soran Carroll 


b. CITY OR TOWN (if outside corporate limits, ¢. LENGTH OF STAY IN 1b |’ c. CITY OR TOWN (If outside corporate limits, write RURAL and give neerest town) 
write RURAL and give nearest town) y 
Keymar 


Ke 


ymar 
G. NAME OF HOSPITAL OR INSTITUTION (if not in hospital, give street address) | d. STREET ADDR 8. Ts RESIDENCE 
t 
State Route 194 South State Route 194 South ves (]_no 


. NAME DF First Middle Lest 4, DATE Month Da: Year 
DECEASED ce d 


OF 
(Type or print) Clara Alice Thomas peatH September 22 = 3965 
. SEX 6. COLOR OR RACE | 7, MARRIED [X] NEVER MARRIED[ || & DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR|IF UNDER 24 HRS. 
Hours 


essary, 
h. 


Ci 
to the funeral 


e 


and 
the State Department 


M3. Page 5 may be 


2, 
PI 


le 


in 72 hours after deat! 


last birthday) [Montha) Deys Min. 


Female White WIDOWED [} pivorceo[]| June 17, 1923 42 ys. 


10a. USUAL OCCUPATION (Give kind of work done| 10b. KIND OF BUSINESS OR 11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT 
during most of working life, even If retired) INDUSTRY COUNTRY? 


Housewife Own Home Maryland U.S.A. 
13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
Raymond L Pittinger Ella Eliza Forney 


15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOCIALSECURITYNO. | 17. INFORMANT Address 
(Yes, no, or unkown) | (If yes give war or dates of service) 


C) 217-18-8440 | Carl F, Thomas Keymar, Md. 


reer 
18. CAUSE OF DEATH [Enter only one cause Der-tine for (a), {b), and (c).] INTERVAL BETWEEN 


PART |. DEATH WAS CAUSED BY: cu. yi / ONSET AND DEA’ 
IMMEDIATE CAUSE (@)__\_<°-"V_ yk ‘ te , = Le Pe 


in item 18. Give Pages 1 


4 Xx pweto © UAg 
Conditions, If eny, which b). 
gave rise to Immediete 
couse (8), stating the DUE TO 
underlying cause last. (©). 


PART II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITIONGIVENIN PART 1(a)  {19. Panrondor 


f Medical Examiner’s Office along with 


as a burlal-transit permit. File pages 1 an 


yves[] No Rl 
20a. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURREO, (Enter nuture of injury in Part 1 or Pert IV of Item 18.) 
PRIMARY (] or CONTRIBUTING (] 
CAUSE OF DEATH. 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm,| 20f. (Clty or town) (County) (State) 
Hour a.m. while Not While factory, street, office bidg., etc.) 
™. 19 at workL_] et work 


21. I certify that | took charge of the remains described above, held an Autopsy [_], Inspection & Inquiry [_], and In my opinion 
death resulted from: Natural causes JJ , Suicide ([], Homicide [_], Undetermined manner [_] 
/ a ig CHIEF MEDICAL EXAMINER 
sown (A aes d 4 Lg fy, ASSISTANT MEDICAL EXAMINER [—] 22. DATE SIGNED _ 
Boies 2 DEPUTY MEDIGAL EXAMINER 1. af ¥ Gz fe B) 
name tye) / We Glenn Speicher Aaitasd Ste00, bib. own pF coubty) thitdciat ie, ref 
2a. Gu eae le 23b. DATE THEREOF 23c. NAME CF CEMETERY OR CREMATORY ee LOCATION (City, town or county) } Pty) L 
rf Middleburg Methodist TERK Middlebrug, Md. 


UL’ 
‘ADDRESS 25a. REC'D BY 24 1065. REGISJRAR'S SIGNATURE 


Taneytown, Maryland | ome SEP 24 1965 


<< 
a) 
> 
= 
5 
= 
s 
s 
3 
a3 
s 
5 
= 
s 
ra 
5 
oS 
= 
x 
£ 
5's 
=e 
=5 
n~] 
3 
2 
3 
3 
Fa 
g 
5 
2 
2 
2 
3 
3 
2 
ii 
° 
8 
& 
8 
2 


ificate, writing the word “pending” in p 


MEDICAL CERTIFICATION 


Page 3 should be used D 
of Health or its designated agent, prior to burial, cremation, or removal, and in any event 


Id be forwarded to the Chie 


retained for your files. 
TO FUNERAL DIRECTOR 


EXAMINER: Thi 


r 


TO DEPUTY MED 


7s 


lease execute the certi 
director. Page 4 shou 


P 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W, PRESTON STREET, BALTIMORE 1, MARYLAND 


41897 MEDICAL EXAMINER'S CERTIFICATE OF DEATH . 15264 


1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived, If institution: Residence before admission) 


8. COUNTY a, STATE b. COUNTY 
Carroll MARYLAND Maryland FREDERICK 
b. CITY OR TOWN (If outside co rrarels limits, c, LENGTH OF STAY IN 1b |) ¢. CITY OW. yy se outsid rate yo write RURAL and give nearest town) 
write RURAL and glve hearest town) TE, 
ETM 2 OF 


dG. NAME 0 HOSPITAL OR INSTITUTION (if not In hospital, give street eddress) |; d. STREET ADDRESS a. IS RESIDENCE 


Carroll County General Hospital yesC)_no 
. RAME OF First Middle Last 4, DATE Month Day Yaar 

DECEASED OF 

caseaan ROBERT WAYNE WETZEL eens 9) 22 19 65 


5 6. COLOR OR RACE | 7, MARRIED PR) NEVER MARRIED [] | © DATE pF BIRT 9. AGE (In, years [IFUNDER1 YEARIIFUNDER 24 HRS. 


igst birtheey) [Montha | Deya | Hours | Min. 
male White WipoweD [] _ivorced [7] | 7 y a | 33 se ea ae ale 


102. USUAI Ca eld ive kind of work done| 10b. a OF eee OR TE. BIRTHPLACE yy fe or aie country) 12. CITIZEN OF WHAT 
ee most of working life, ev ny retired) INDUSTRY Us TRY? 
DEF Ns LU CTH 6 LU) OLA 
14, MOTHER'S MAIDEN 


. Pay 


and 3 


: 
ge 
the State Department 


72 hours after death. 


form’ Pt3 


13. FATHER’S NAME 


GLENARD es WETZEL elleate i SLASS 


15. WAS DECEASED EVER IN U.S, ARMED FORCES? DyANb WH \SUPLE INFORMA\ Address 


Crem my pope) saat 4 is Wine WH a) Tie, LE “r, 


18. CAUSE OF DEATH [Enter only ona causa per line for (e), (b), and (c).) TREC De 
PART |. : . 
1 DEAE MEDIATS aust (e)_ Abdominal hemorrhage 


/ pueto Gunshot wound of the abdomen 
Conditions, If any, which (b) 
gave risa to Immediate 
cause (a), stating the ( OVE TO 
underlying ceuse last. (0). 


PART I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TD DEATH BUT NOTRELATED TO THE TERMINAL DISEASE CONDITIONGIVEN INPART 1(a) 19. Healey 2 


ves Gj not) 


in pencil in Item 18. Give Pa; 


Examiners Office along with 


f 


20a. EXTERNAL CAUSE WAS 20b, DESCRIBE HOW INJURY OCCURRED. (Enter nuture of Injury In Part | or Part 11 of Item 18.) 
PRIMARY Rope ee 


CAUSE OF Shot by policeman 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED |20e. PLACE OF INJURY (Home, farm,| 20f. (Clty or town) (County) (State) 
Hour a.m. While factory, street, office bldg., etc.) 


1965 letworkL] “stwork Cl street New Windsor, Md. 
21. | certify that | tok charge of the remalns described above, held an Autopsy [KX], Inspection {_], Inquiry {_], and In my ppinion 
[], ‘Suicide [], Homicide x, Undetermined manner [_] 
CHIEF MEDICAL EXAMINER [“] 
SfaNATUR Mp, ASSISTANT MEDICAL EXAMINER {X] 22, DATE SIGNED 
enw DEPUTY MEDICAL EXAMINER [~] 9/22/65 


RAME (Type) Rudiger Breitenecker, Address (Street, city, town, or county) 
“]23a. BURIAL, CREMATION, lee DATE 4 ft nt or OF CEMETERY OR CREMATORY 23d. LDCATION (City, town or county) (State) 


BURT” Seer 24 LIN GAWORE OW V1 Lb & 


Q wHE DIRECTO! ADDRESS 25a. 3 p BY_REGISTRAR | 25b. AER TRAR’S SIGNATURE - 
VR AISME YAP Sr, y, Y ; de ] a Lys, Dif st oy 1965 jee » ent erie 
5M V5 DATE: = we —— 


, prior to burial, cremation, or removal, and in any ev: 


INER: This certificate should be executed within 24 hours after death. If any delayi 


MEDICAL CERTIFICATION 


certificate, writing the word “pendin, 
should be forwarded to the Chief Medica 


of Health or its designated agent, 


retained for your files. 


please execut 
director. Page 4 
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TO DEPUTY ME! 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND 


11898 CERTIFICATE OF DEATH 15965 
idence before admission) 


1. Pye hcl 2 be RESIDENCE (Where deceased lived, If institution: Res! 


. TAT b. COUNTY 

MARYLAND 
bd. pin! Gee (if outside corpo orate limits, c. "BO OF STAY IN 1b Be CITY OR TOWN (If, ide reoreeaty) limits, write RURAL and give nearest town) 
qd. ae OF HOSPITAL OR ad: (if _ in io ES S| ep Are @. IS RESIDENCE 


ON'A FARM? 
- Jove ves{_]_no 
NAME OF irst Lion 4. DATE Month Day Year 


Cesarean YWijelLy V/A FRAME DEATH SEP 7 ies Brg 19 GS" 


SEX 6. COLOR OR RACE 8. 9. AGE (in years | FUNDER 1 YEAR|IFUNDER 24 HRS, 
Bh 7, MARRIED [2}-TEVER MARRIED [“] ed 


ts bl Months | Days | Hours | Min. 
wiboweD ["] 2 | 


10a, USUAL OCCUPATION (Give kind of Workdone| 10b. an ra Pee ieee OR Hi Ad lz tate, = my) 12. CITIZEN OF WHAT 
during most of working | pas evgn If ) OUNTRY? 


Pages 1 and 


ent, within 72 hours after deat 


carbon papers. 


completely filled in by the funeral 


ar © 


|" MOTHER’S MAIDEN NAME 


ee Lele g ARMED rac bebe 16. SOCIAL SECURITY NO. iy; eZ ae ‘Address S (Tagg ee 
jy 0, or unkown) yes give war or dates of service) 
—— 2 > = Viz Zivs0 LL: Dette, ly poe_jautdaine | 
18. CAUSE OF DEATH [Enter only one cause per line for (a), (by, and Ss ] Lite bite peGlhtee 
PART |. DEATH WAS CAUSED BY: Ravtns valent x 
4 IMMEDIATE CAUSE (a) lee men ths 
Lou 


: DUE TO 
Conditions, If any, which ie) eee te Noto. SK Men tks 


gave rise to Immediate 
cause (a), stating the ( OUE TO 
underlying cause last. {c). 


PART I]. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOTRELATED 10 THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a) 19. etc 


yves[] not q. 


, cremation, or removal, and 


3 
z 
d 
a) 
= 
5 
2 
= 
ra 
4 
&. 
i= 
14 
4 
= 
h~J 
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20a, ACCIDENT WAS UNDERLYING 20d. DESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part II of Item 18.) 
OR CONTRIBUTING [} CAUSE OF DEATH 
(IF EITHER, NOTI EDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm,| 20f. (Clty or town) (County) (State) 
Hour a.m. While Not While factory, street, office bidg., etc.) 


p.m. 19 at work] at work rk) 


21. I certify that (I) (this hospital) ee the deceased fro xl 1978 22, 19S, that (1) (we) last 
Ze 


saw the deceased alive on. 197, and that death occurred 225% from the causes and a she date stated above. 
22a, SIGNATURE, le DATE SIGNED 


Ves wo. PRY’? BQ Binecror C1 BAYS. ny ia 
22c. PHYSICIAN’S ~ y 22d. DRESS 
name tip) | y( pus Chepko MD | BAW Steen, lite stinpen dle, Ad 


23a. BURIAL, pa | Get Me oe. 23c. N&MEOF CEMETERY OR CREMATO! 23d._ LOCATION (Clty, town or county) (State) 


MEDICAL CERTIFICATION 


director, page 3 should be detached for use as the burial-transit permit. Then please 


Page 4 may be retained by the hospital or attending physician. 
TO FUNERAL DIRECTOR: After this certificate has been signed by the attending physician a 


should be filed with the State Dept. of Health prior’to bu 


EMOVAL Forse wa 


TO HOSPITAL q Bee PHYSICIAN: 


ADDRESS, 


cas DIRECTOR - 
VR AIS (4) ae Ls 
15M 4-64 D. Libzee Ae 


TO HOSPITAL ‘a AITENDING PHYSICIAN: The law requires that the death certificate be executed _&.. after death. 


Page 4 may be retained by the hospital or attending physician. 


ysiclan atte gnpletely filled in by the funeral 


lease 


deaf. 


Pages 1 and 


carbon papers. 


cremation, or fuera 


i" 


After this certificate has been signed by the attending ph: 


director, page 3 should be detached for use as the burial-transit permit. Then 


should be filed with the State Dept. of Health prior to burial, 


TO FUNERAL DIRECTOR: 


VR A15 (4) 
15M 4-64 


and In any event, within 72 hours after 


MARYLAND STATE DEPARTMENT OF HEALTH 
DIVISION OF STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, MARYLAND. 


CERTIFICATE OF DEATH 0266 
x pe die, ect > ven ee (Where deceased lived, If ae Residence before admlssign) 
Carroll aici a STATE Maryland » COUNTY Washington 


c. LENGTH OF STAY IN 1b || c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 


D. CITY OR TOWN (If outside corporate limits, 
4hy 6m 12d Leitersburg, Hagerstown, Md. 2//- + 


write RURAL and give nearest town) 


(Rural) Sykesville 


d. NAME OF HOSPITAL OR INSTITUTION (if not In hospital, give street address) || d. STREET ADDRESS Ts RESIDENCE 
Springfield State Hospital R.F.D. unknown yes] nol] 
3. NAME OF First Middle Last 4. DATE Month Cay ‘Year 
DECEASED OF 
(Type or print) Lloyd F. Wolfinger DEATH 9 1 19 65 
5. SEX 6. COLOR OR RACE | 7, MARRIED [-] NEVER MARRIED []| ® DATE OF BIRTH 9. AGE (In years | IFUNDER 1 YEAR|IF UNDER 24 HRS. 
F oa qa birthday) Months | Days | Hours | Min. 
Male White WIDOWED pivorceo[]|_ 1-30-1881 yrs. 
10a, USUAL OCCUPATION (Give kindof Work dove 10B. KIND OF BUSINESS OR Ti, BIRTHPLACE (County & State, or foreign country) | 12. CITIZEN OF WHAT 
during most of working life, even If retired) INDUSTRY COUNTRY? 
Draftsman -- Maryland 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Levi B. Wolfinger Annie M. Ziegler 
15. WAS DECEASED EVER INU.S. ARMED FORCES? | 16. SOCIAL SECURITYNO. | 17. INFORMANT Address 
(Yes, no, or unkown) | (If yes give war or dates of service) 
unknown no Hospital Records 
18. CAUSE OF DEATH [Enter only one cause per IIne for (a), (b), and (c).] INTERVAL BETWEEN 
PART |. OEATH WAS CAUSED BY: a SA tt 
/ IMMEDIATE CAUSE ()___ COromary Occlusion minutes 
r 
} OUE TO 
ihdesdhtlons- Hanya whith a Generalized arteriosclerosis 15 yrs. 


gave rise to Immediate 
fause (a), stating the ( SUE TO 
underlying cause last. (©). 


& | PARTII. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASECONDITIONGIVEN INPART 1(a) _|19. Was AUTOPSY 
a = 

= 

S| Dementia Praecox, paranoid ves [7] No [xd 
a AE AAC UNDERLYING Ba 200, OESCRIBE HOW INJURY OCCURRED. (Enter nature of Injury In Part | or Part II of Item 18.) 

a (IF EITHER, NOTIFY MEDICAL EXAMINER) a 

= [20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e, PLACE OF INJURY (Home, farm,| 20f. (City or town) (County) Gtate) 
5 Hour a.m. a= While lot While factory, street, office bldg., etc.) ee. 

= im. 19 at work at work 


21, | certify that @otthis hospital) attended the deceased from_3Zml2 ___, 19 21, to___Q_1 _, 19_65 that 92 (we) last 


9-1 ig 65, and that death occurred ate 2 Lem, from the causes and on the date stated above. 
2b. DATE SIGNED 


ATTENOING MED. STAFF 
mo. PHYS. {_] _irector [1] PHys. Gd! 9=1-65 


22d. ADDRESS 
M.D. Springfield State Hospital 
23a. REMOVAL ene 23b, DATE WHEREOF | 23c. NAME OF CEMETERY OR CREMATORY 23d. LOCATION (City, town or county) (State) 
Ci 7 eee Sa Sin thes b Ind. 


"D BY REGISTRAR 


EL Ut nich + Son MISE dl sa peP 


25b, RECASTRAR'S Se 


